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this discharged mental 
patient may suffer a 


relapse 


This man was fortunate in finding 

a good job after his discharge from 
the hospital. The job keeps him busy, 
however, and he often forgets his 
mid-day maintenance medication. 

His neglect may cause a relapse. 


Kris! reports that the sustained, 

10- to 12-hour therapeutic effect of 
one oral dose of ‘Thorazine’ Spansule 
capsule medication “. . . enables the 
patient to omit the inconvenience 

of the mid-day dose and also insures 
a more even distribution of the 

effect of [“Thorazine’].” 


One ‘Thorazine’ Spansule capsule 
taken on arising provides all-day 
protection against the breakthrough 
of symptoms and eliminates the 
“forgotten dose” which may impede 
the patient’s readjustment. 


Thorazine* 


chlorpromazine, S.K.F. 


Spansule* 


sustained release capsules, S.K.F. 


30 mg. 75 mg. 150 mg. 200 mg. 300 mg. 
Smith Kline & French Laboratories, Philadelphia 


1. Kris, E.B.: Simplifying Chlorpromazine Maintenance 
Therapy, Am. J. Psychiat. 114:836 (March) 1958. 


*T.M. Reg. U.S. Pat. Off. 
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“The use of alcohol in an ‘Antabuse’-treated 
patient results in physical symptoms which 
make continued drinking impossible... few 
if any medical contraindications exist.”* 
*Feldman, D. J.: Ann. Int. Med. 44:78 (Jan.) 1956. 


@ “chemical fence” for the alcoholic 


. 
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*VESPRIN® IS A SQUIBB TRADEMARK 


CHEMICALLY IMPROVED- beneficial proper- 
ties potentiated . .. unwanted effects reduced, 
through modification of the phenothiazine struc- 
ture 


PHARMACOLOGICALLY IMPROVED—eén- 
hanced potency with far less sedative effect 


CLINICALLY IMPROVED-— does not oversedate 
the patient into sleepiness, apathy, lethargy... 
active and rapid in controlling manic excitement, 
psychotic agitation and panic, delusions and hal- 
lucinations, hostility, and intractable behavior... 
drug-induced agitation minimal 


IN EXTENSIVE CLINICAL EXPERIENCE — 
SINGULARLY FREE FROM TOXICITY 


IN SCHIZOPHRENIA/ MANIC STATES/ PSYCHOSES ASSOCIATED 
WITH ORGANIC BRAIN DISEASE 


effects smooth and rapid control of psychotic symp- 
toms facilitates insight permits 
early introduction of psychotherapy ————» im- 
proves patient-personnel relationship —-» hastens 
social rehabilitation 


Squibb Triflupromazine Hydrochloride 


the new, improved agent for better 
management of the psychotic patient... 
with greater freedom from toxicity 


DOSAGE: 

Oral route—usual initial dosage, 25 mg., t.i.d. Adjust 
dosage according to patient response. (Observe caution 
in giving daily oral doses in excess of 300 mg.) 
Intramuscular route—suggested dosage, 20 mg., t.i.d. (Ob- 
serve caution in exceeding daily intramuscular doses of 
150 mg.) 

(See package insert for additional information) 

Oral Tablets: 10 mg., 25 mg., 50 mg. press-coated tablets 
in bottles of 50 and 500 

Parenteral Solution: 1 ec. ampuls (20 mg./ce.) 


Squibb Quality— 
The Priceless Ingredient 
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continues to succeed in psychiatric therapy 


: 


Ke by 


With a growing history of success, Serpasil continues 
to play a major role in the treatment of emotionally 
disturbed psychiatric patients. Under its calming, pro- 
tective action, agitation and tension give way to se-— 
renity-—-yet drive and energy are retained. For Serpasil 
"modulates" more than it sedates, making the patient 
better able to cope with his problems. Even in the most 
acute states, Serpasil reduces manic excitement and fre- 
quently produces dramatic improvement in 


Sil 


(reserpine CIBA) 


SUPPLIED: Tablets, 4 mg. (scored), 2 mg. (scored), 1 mg. (scored), 

0.25 mg. (scored) and 0.1 mg. Elixirs, 1 mg. and 0.2 mg. Serpasil per 

4-ml. teaspoon. Parenteral Solution: Ampuls, 2 ml., 2.5 mg. Serpasil Ye I B A 

per ml. Multiple-dose Vials, 10 ml., 2.5 mg. Serpasil per ml. SUMMIT, M.J 
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The paranoiac’s psychotic turmoil is 

promptly relieved with Pacatal. His restlessness, 
hyperactivity and other manifestations of 
agitation can all be brought under control’ 

and replaced by more normal patterns. 


PACATAL... 

* “normalizes” thinking and emotional responses 
* calms without “flattening,” keeps patients alert 
* elevates the mood instead of sedating the patient 


complete literature available on request 


References: 

1. Bowes. H. A.: Am. J. Psychiat. 113:530 (Dec.) 1956. 

2. Bruckman, N., et al.: Am. J. Psychiat. 114:262 (Oct.) 1957. 
3. MacGregor, J. M.: South African M. J. 30:1108 (Nov. 17) 
1956. 4. Sarwer-Foner, G. J., and Koranyi, E. K.: Canad. 

M. A. J. 77:450 (Sept. 1) 1957. 


WHEN 

A MAN IS A 
WHIRLWIND... 
CALM THE 
EMOTIONAL 
STORM 


Pp 
FOR NORMALIZATION—NOT SEDATION AC At a 


BRAND OF MEPAZINE 
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in a new dosage form... 
to simplify treatment 


of anxiety states 


Repetabs 


perphenazine 


the Repetab way 


G 


Availability of TRILAFON REPETABS now makes it easier to achieve smooth and 
sustained control in anxious, tense or psychoneurotic patients. Each 8 mg. 
REPETAB provides a full 4 mg. of TRILAFON for rapid onset of relief plus a second, 
timed 4 mg. dose for prolonged all-day benefits. 


No need for the agitated patient to be concerned about complicated dosage directions. 
Just one TRILAFON REPETAB in the morning and another in the evening will carry 
the average patient through a full day and night. 


TRILAFON® REPETABS®—8 mg., bottles of 30 and 100. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 


TR-3-2368 
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faster 
recovery 
from severe 

.. , depression 
with 


= psychotherapy and LD eprol* 


average 
recovery time 
8 weeks* 


Acts Differently » Deprolcontrolsdepression © 
without stimulationsrelieves melancholia with- 
out whipping up an emotionally tired patient. 


Treats Psychic and Somatic Symptoms 
» Deprol restores natural sleep without depres- 
sion-producing aftereffects = relieves such 
physical manifestations of depression as head- 
ache, cardiovascular and gastrointestinal 
complaints. 


Exceptionally Safes no known liver toxicity; 
no effect on blood pressure, appetite, sexual 
function = side effects are minimal and easily 
controlled by dosage adjustment. ; 
Rapid Onset of Action « Simple Dosage Schedule 


Composition: Each tablet contains 
400 mg. meprobamate and 1 mg. 
2-diethylaminoethyl benzilate hydro- 
‘chloride (benactyzine HCI). 
Dosage: The usual starting dose is 
one tablet q.i.d. When necessary, this 
dose may be increased gradually up Sy ve 
to a dose of three tablets q.i.d. ‘hi “SS 
Literature and samples on request. _ 


@ WALLACE LABORATORIES, new Brunswick, N.J. 


*Alexander, L.: Chemotherapy of depression— Use of meprobamate com- 
bined with benactyzine (2-diethylaminoethy! benzilate) hydrochloride. 
J.A.M.A. 166 1019, March 1, 1958. 
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Now in one instrument... 
a safe, soothing high frequency , \ 
current for painless sedation | 
without drugs and a powerful 
convulsive current at the 

very least as efficient 

as the strongesi AC machine, 
but with increased safety 

due to automatically | 
reduced side effects. | ; | 


MODEL 
REITER SEDAC-STIMULATOR 


4 
4 


Now with Model SOS, Reiter SedAc- | 3 
Stimulator, sedative and convulsive ‘ 

therapies may be given with one ma-_ | . \ 
chine. A one knob control witha safety | 
spring lock permits simple transition | 

from sedative to convulsive currents. 


\ 


In ECT, the significantly increased | 
efficiency of the Reiter unidirectional ' 
current offers greater therapeutic and | 
convulsive effectiveness. 


Patients may be treated so they are 
quickly clear and bright following | } 
treatment ... apnea, thrust, agitation 1 
and confusion are notably minimized. 


The Reiter SedAc current establishes 
better transference ... patients fears 
are relaxed ...they become com- 
municative. 


Anxious aversion to EST is greatly 
minimized by application of the 
SedAc current prior to treatment. Only 
the gentle SedAc stimulation is 
remembered. 


Literature available on request. 
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MODEL SOS PROVIDES FOR: 


CONVULSIVE THERAPY 
maximum convulsive and 
therapeutic efficiency 


_ NON-CONVULSIVE THERAPIES 


f 


j 
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ELECTRO-SLEEP THERAPY 


FOCAL TREATMENT 
unilateral and bilateral 


MONO-POLAR TREATMENT 
non-convulsive or convulsive 


BARBITURATE COMA 


other respiratory problems 


MILD SEDAC 
without sedation 


DEEP SEDAC THERAPY 
with sedation 


PRE-CONVULSIVE SEDAC 
for anxious patients 
who resist EST 


POST-CONVULSION SEDAC 
for deep sleep 


NEUROLOGICAL CONDITIONS 


Model SOS contains the Reiter uni- 
directional currents and three new 
SedAc ranges as part of the single 
selector control. Model S is available 
without the SedAc -current (may be 
used with separate SedAc attach- 
ment). The SedAc is also available 


_ as a self-powered instrument. 


REUBEN REITER, Se.D 


64 WEST 48th STREET, 
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NEW YORK 36, N.Y. 
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for better management of 
mentally defective children 


‘Compazine’ has greatly facilitated the treatment of 
institutionalized, mentally defective patients who are 
emotionally disturbed: 


¢ Good or excellent response in most cases 


¢ Virtual disappearance of constant fighting 


and destructiveness 


¢ Prompt improvement in ward and cottage 


behavior, table training and toilet training 


Side effects with “‘Compazine’ have been infrequent 
and transient in most cases or readily controlled by 
adjunctive medication. Many patients have shown a 
significantly improved response to ‘Compazine’ after 
disappointing therapy with sedatives or certain other 
tranquilizing drugs. 


Available: Tablets, Spansule® sustained release capsules, 
Ampuls, Multiple dose vials, Suppositories and Syrup. 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
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Thyroid Therapy of Schizophrenia 


LEWIS DANZIGER, M.D. 


In this report will be presented the results 
of a sustained attempt to correct an assumed 
chemical disorder in schizophrenics by the 
prolonged administration of thyroid extract 
or thyroxine. The theory of this treatment 
has been presented elsewere.* It will suffice 
now to say that the medications are given 
in an attempt to increase the activity of 
those enzymes which are known to be influ- 
enced by the thyroid hormone. It is hoped 
that if these enzymes are activated to a 
greater degree the performance of the brain 
will be changed in the direction of normal- 
ity. An attempt is made to increase the ba- 
sal metabolic rate (BMR) to about the up- 
per limit of the normal range or to the maxi- 
mum which can be tolerated by the patient, 
and to maintain the BMR indefinitely at this 
increased value. 

This type of treatment is known from the 
work of Gjessing®’® and others‘ to give ex- 
cellent results in periodic catatonia. In fact, 


' the experience in pericdic catatonia has 


been so gratifying that the impression has 
developed in some quarters that only peri- 
odic catatonics will respond to thyroid ther- 
apy. It will be shown that this impression 
is not correct. 

The purpose of thyroid treatment, whether 
in periodic catatonia or in other types of 
schizophrenia or in other mental disorders, 
is not to make patients quiet enough to leave 
the hospital. The purpose is to make them 
able to leave the hospital in good health and 


Crude Results 


The patients selected for thyroid treat- 
ment were 120 schizophrenics admitted to a 


Presented at the Second International Congress 
for Psychiatry, Zurich, Switzerland, September 6, 
1957 

From Milwaukee Sanitarium Foundation, Wauwa- 
tosa, Wisconsin. 


to give them a means of preserving this good 
health at home. 
private sanitarium between 1946 and 1956. 
At first they were chosen at random, but in 
more recent years there was a tendency to 
select patients who had been ill for long pe- 
riods and who had already failed to recover 
on shock therapy, on psychotherapy of the 
psychoanalytic type, or on other conven- 
tional methods of treatment. Of this gen- 
erally unpromising group of 120 patients, 
54 (45 per cent) recovered, 15 of them 
on thyroid medications alone, 39 on thy- 
roid medications together with conventional 
treatment. No recognized case of periodic 
catatonia is included in the group of 120. 
These over-all figures, while not bad, con- 
ceal what can be accomplished by sufficient 
treatment in recent and even in chronic 
cases. We turn, therefore, to definitions of 
the terms “recovery,” “duration of illnesss” 
and “sufficient treatment.” 


Definitions 


Recovery is defined as in previous re- 
ports.** The recovered patient is free of 
symptoms and complaints, he returns to his 
former place in society and to his former 
occupation, he is accepted as well by his 
family, friends and co-workers, He may or 
may not admit insight; it is believed that 
some patients who have insight are too 
proud, embarrassed or self-conscious to ad- 
mit it. The recovered patient’s personality 
is not necessarily better than it was before 
the illness. Recovery does not mean that 
the patient will never relapse; the same con- 
sideration applies in defining recovery from 
an infection or a fracture. Nor does recov- 
ery mean that the patient will not have to 
continue on medication indefinitely to pre- 
serve his health, just as he must if he is to 
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remain free of the symptoms of pernicious 
anemia. Similarly, recovery from a period 
of anoxia does not mean that the patient can 
remain well if he ceases to breathe. Patients 
who recover from malnutrition are not less 
recovered because they must continue indefi- 
nitely to eat. So a patient recovered from 
schizophrenia may have to continue indefi- 
nitely on thyroid medication or he may have 
to continue indefinitely to practice the les- 
sons he learned on the _ psychoanalyst’s 
couch. Patients who do not recover are 
counted as complete failures. 


The duration of illness is determined from 
the history as given by the patient and his 
family. It is defined as the interval between 
the first troublesome symptom and the be- 
ginning of treatment. The illness is not con- 
sidered to begin with some perhaps forgot- 
ten or repressed psychologic trauma very 
early in life, but only with the appearance 
of some fairly definite symptom of schizo- 
phrenia. 

Adequate or sufficient treatment is defined 
in terms of the experience of the 54 patients 
who recovered. This experience is summar- 
ized in Table 1 and Figure 1. From the re- 
gression line in Figure 1 it is apparent that 
of the patients who will eventually recover, 
about half recover within the first 50 days 
of thyroid treatment, about half of the re- 
mainder will recover in the next 50 days, 
and about half of those still sick after 100 
days of treatment will recover during the 
next 50 days. The law of recovery appears 
to be similar to the law of decay of radio- 
active materials. The recoverable patients 
have a half-time of about 50 days under this 
type of treatment. How many of these 
half-times should elapse before the physi- 
cian can reasonably decide that the treat- 
ment has had an adequate trial and that its 
use in a specific case should be abandoned? 
It seems to me that at least two half-times 
(or 100 days) should elapse before the phy- 
sician can permit himself the luxury of de- 
spair. This time will suffice for only 75 per 
cent of the recoverable cases, but a longer 
period of treatment is too often beyond the 
financial or emotional resources of the pa- 
tient, the family or the physicians involved. 
For present statistical purposes, therefore, 
a patient is not counted as having had ade- 
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TABLE 1—Days of Thyroid Therapy 
Required for Recovery of 54 Patients 


Days of Recovered Percent 
Treatment 

7 2 3.9 

16 8 14.8 
27 15 27.7 
40 21 41.2 
51 23 42.6 
60 29 53.7 
100 41 76.0 
150 47 87.0 
180 50 92.5 
200 52 96.2 
259 54 100.0 


DAYS OF TREATMENT,LOG SCALE 
7 16 37 40 5060 100 155 2¢90 
T t r 
99.9 i 


FER CENT RECOVERED 


PROBABILITY SCALE 


0.3 1.0 1.2 1.4 1.6 1.8 2.0 2.2 2.4 2.6 


LOG OF DAYS OF TREATMENI 


Figure 1. Ordinate, percent of recovered patients 
who recover within a given period of time; prob- 
ability scale. Abscissa, number of days of treat- 
ment; logarithmic scale. Data from Table 1. 


quate thyroid therapy if he is abandoned be- 
fore he has been treated for at least 100 
days. Patients who have had inadequate 
treatment are considered to have had no 
treatment. Their failure to recover is not 
a criticism of the medication but only of the 
physician, just as failure to recover from 
pneumonia on 100 Oxford units of penicillin 
is not a criticism of penicillin but of the 
doctor who gives it in such small amounts. 

In no case was thyroid therapy abandoned 
prematurely (before the 100th day) because 
of the desire of the treating physician. Treat- 
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ment was stopped prematurely because of 
insistence of the patient, his family or his 
referring physician, or because of suspected 
inability to tolerate the treatment. It was 
never stopped because the prognosis seemed 
poor or because the response before the 
100th day was not encouraging. 


Similar considerations, given in detail else- 
where,’ have led to definitions of adequate 
electric shock and adequate insulin shock 
therapy. 

Adequacy in the daily intake of thyroid 
medication is another matter. Here the at- 
tempt was made to give the patient as much 
medication as he seemed able to tolerate or 
as much as he seemed to require. The ex- 
treme range of daily doses was 2 to 20 grains 
(128 to 1280 milligrams) of thyroid extract 
(U.S.P.) or 1 to 9 milligrams of thyroxine 
(nearly always racemic thyroxine). Only 
four of the recovered patients required 10 
grains (640 milligrams) or more of thyroid 
extract, and only two required as much as 
4 milligrams of thyroxine. The doses used 
were, in general, considerably smaller than 
those reported by Hoskins and Sleeper’ in 
their early attempt to treat schizophrenia 
with thyroid extract. 

With these terms defined, we may now 
turn our attention to the results in ade- 
quately treated patients and compare them 
with the results obtained in patients given 
adequate amounts of shock therapy. 


Results of Adequate Treatment 


Table 2 and Figure 2 show the results ob- 
tained in 80 patients given thyroid medica- 
tions, alone or with shock therapy, for at 
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THYROID PLUS 


NS THYROID ONLY 


SHOCK ONLY IN 
PUBLIC HOSPITAL 


PER CENT RECOVERED 


LESS THAN 6 6 TO ILD 12 TO 23.9 59.9 60 OR MORE 


Figure 2. Immediate outcome of various forms of 
therapy given in adequate amounts of schizophrenic 
patients. The number of patients in each group, 
and the duration of illness in each group are indi- 
cated. Data from Table 2. 


least 100 days, and the results in 291 public 
hospital patients’ given adequate shock ther- 
apy. The patients are grouped according to 
the duration of illness before treatment. 

It will be noticed that in each of the sub- 
groups, where the patients are classified ac- 
cording to duration of illness, there is a 
slight but fairly definite advantage enjoyed 
by those who received thyroid therapy. This 
advantage is most striking in those ill for 
two years but less than five years. This 
sub-group is extremely important because it 
is likely to contain so many fairly well pre- 
served patients who have failed to recover 
under conventional methods and who are 
often referred for thyroid treatment as a 
last and desperate resort. The same con- 
siderations apply, but to a lesser extent, to 
the chronic group, ill for five years or more. 

It will be noticed also that the thyroid 
groups contain a large percentage (31 per 


TABLE 2—Immediate Outcome of Adequate Therapy 


SHOCK THERAPY IN 


THYROID THERAPY THYROID THERAPY 


PUBLIC HOSPITAL ONLY PLUS OTHER 
NGOSS THANG: scsecisscescces 116 40 100 86 6 30 6 100 17 28 17 100 
43 15 31 72 2 10 2 100 8 13 6 75 
35 12 23 66 3 15 3 100 7 11 5 71 
| 49 17 15 3 15 67 9 15 5 56 
GOOF MOLE: ...5.6h.siecsecis 48 17 9 19 6 30 2 33 19 33 6 32 
291 101 178 61 20 100 15 75 60 100 39 
20.3 16.9 83 60.5 100 44.9 
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cent) of patients ill for five years or more, 
whereas the shock group contains only 17 
per cent of such chronic patients. Contrari- 
wise, the thyroid groups contain only 29 per 
cent of patients ill for less than six months, 
while the shock group contains 40 per cent 
of such patients. When corrections are made 
for these inequalities in the distribution, the 
over-all percentage of recovery in the thy- 
roid group becomes 76, as compared with 61 
in the shock group. This comparison is 
shown in Figure 3 and Table 2. By the chi 
square test,* such a difference would be en- 
countered by chance alone once in about 50 
tries. 


100 RESULTS OF ADEQUATE TREATMENT 
OF SCHIZOPHRENICS 


GROUPS ARE WEIGHTED TO CORRECT 
FOR VARYING DURATION OF ILLNESS 


THYROID ONLY 


“1 THYROID PLUS OTHER 


PER CENT RECOVERED 


SHOCK ONLY. 
IN PUBLIC HOSPITAL. 


X=2.3 


Figure 3. Immediate outcome of various forms 
of therapy given in adequate amounts to schizo- 
phrenic patients. The three groups indicated have 
equivalent percentages of patients ill for short, in- 
termediate and long periods. Data from Table 2. 


While these comparisons are of interest 
and suggest that thyroid therapy is of value 
in schizophrenia, it may be argued that it is 
unrealistic to compare the results of public 
hospital treatment with the results of pri- 
vate hospital treatment. Because of this 
possible criticism, the results of private hos- 
pital treatment of schizophrenia will be pre- 
sented in more detail. 

An attempt was made to match each of 
the 120 thyroid patients with a patient, ill 
for an equal length of time, treated without 
thyroid medications for the same number of 
days in the same private hospital and by the 
same physician. The thyroid patients were 
selected without regard to the adequacy of 
their treatment. Matching patients for du- 
ration of illness and for number of days of 
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treatment proved to be extremely difficult. 
Satisfactory matches were found for only 
29 of the 120 thyroid cases. However, when 
the two groups are compared the results are 
striking. Of the 29 thyroid cases, 24 (83 
per cent) recovered; of the other 29 cases, 
15 (52 per cent) recovered. Such a differ- 
ence would be found by chance alone, if we 
may rely on the chi square test,* only once in 
about 80 tries. The results were obtained, 
it should be emphasized, by the same physi- 
cian, in the same private hospital, treating 
each pair of patients for, as nearly as pos- 
sible, the same number of days and for ill- 
nesses of equal duration. 

Further, the superior results in the thy- 
roid group were attained with less work and 
with less risk, as is shown by comparison of 
the number of shock treatments given. The 
thyro:d group received a total of 188 elec- 
tric shocks and 178 insulin stupors, while the 
other group received 394 electric shocks and 
249 insulin stupors. Eight in the thyroid 
group received no shock therapy at all; of 
the eight, seven recovered. The compari- 
sons as to result and extent of shock therapy 
are shown in Figures 4 and 5. It should be 
mentioned that many of the thyroid pa- 
tients had failed to recover on conventional 
therapy alone, given in this hospital or else- 
where. 


Long Term Results 

So far only the immediate results of treat- 
ment have been discussed. We turn now to 
an examination of the prognosis after the 
patient has recovered and has been dis- 
charged from the hospital. 

The long range prognosis for the public 
hospital group recovered under shock ther- 
apy has already been reported.’ About 40 
per cent of the recovered in this group are 
known to have relapsed by the end of five 
years. In contrast, none of the 54 schizo- 
phrenic patients of this study who recovered 
under thyroid therapy is known to have re- 
lapsed, provided he followed the directions 
given him on discharge from the hospital. 
These directions concerned his daily dose of 
thyroid medication and of vitamins and nec- 
essary laboratory tests. The directions were 
analogous to those given diabetic and other 
endocrine patients on discharge. Endocrine 
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29 PAIRS OF PATIENTS 
MATCHED FOR DURATION 
OF ILLNESS AND DAYS OF 


TREATMENT. 


Lo) 


ALL TREATED BY THE SAME 
PHYSICIAN,IN PRIVATE 


HOSPITAL. 


N THYROID GROUP 


1 NO THYROID 


0 A=2.5 

Figure 4. The results of two different types of 
therapy given to 29 pairs of patients. The patients 
were carefully matched for duration of illness and 
for the number of days of treatment given. All were 
treated by the same physic‘an in the same private 
hospital. 


29 PAIRS OF PATIENTS 


ELECTRIC 
SHOCK 
TREATMENTS 


NO THYROID 


Figure 5. The amount of shock therapy given to 
29 pairs of patients, who had been carefully matched 
for duration of illness and number of days of treat- 
ment. All were treated by the same physician in 
the same private hospital. 


patients may be expected to relapse if the 
directions are not followed carefully. 

The known relapses in the thyroid group 
number 23. Each relapse was preceded by a 
failure of the patient or his family physi- 
cian to observe the directions and recom- 
mendations given at the time of discharge 
from the hospital. Some patients continued 
to follow directions for two years or more 
before becoming careless and relapsing. Most 
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relapses occurred within a few weeks or 
months after the directions were disre- 
garded, but one is known to have occurred 
two years after thyroid extract was stop- 
ped. On the other hand, some patients have 
followed directions and remained well for 10 
years. 

It has been suggested that patients dis- 
continue thyroid therapy because they have 
already relapsed, or because they are begin- 
ning to relapse. As to this point, careful 
questioning of patients and families at the 
time of readmission to the sanitarium, after 
relapse, revealed the following: In 21 of the 
23 cases, the patient appeared to be in good 
health as long as he was following the direc- 
tions given on discharge; in the other two 
cases, no definite information could be ob- 
tained. In 12 cases, the medication was dis- 
continued or the dose was reduced by the 
patient, on the advice of friends or because 
he wished to test his ability to do without 
the medication. This unfortunate practice is 
not unknown, also, among other types of 
endocrine patients, as well as others who 
must continue with treatment for long pe- 
riods for the relief or control of diseases 
such as pernicious anemia, syphilis, tuber- 
culosis and arthritis. In the other nine cases 
where information was available, it appeared 
that the recommended dose was inadequate 
or that the recommended dose was changed 
by a physician who did not understand the 
seriousness of the situation. 

Of the 23 who relapsed, 14 returned for 
at least 100 days of further thyroid treat- 
ment; of these 14, 12 (86 per cent) re- 
covered. 

Some patients who have recovered on thy- 
roid therapy are believed to have discontin- 
ued it at home without relapsing. While 
such fortunate patients have achieved a mi- 
nor economic advantage and a psychologic 
advantage which may be of value, they sub- 
ject themselves to a risk of relapse which 
would seem to be enormous compared to the 
advantages. 

Some cooperative thyroid patients may 
have relapsed without my knowledge, but 
such patients are believed to be very few in 
number. In Figure 6 it is assumed that 10 
per cent of such cooperative patients will 
relapse in the first five years after discharge, 
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: RESULTS FIVE YEARS AFTER ADEQUATE TREATMENT 
10 
e COOPERATIVE THYROID PATIENTS 
9 SHOCK THERAPY PATIENTS 
= (PUBLIC HOSPITALS) 
< 
= 
4 AT 5 YEARS.X=5.3 
20L 
4 
a 
MONTHS AFTER DISCHARGE 


10 20 30 40 50 60 


Figure 6. Long term prognosis for schizophrenic 
patients who are discharged recovcred after various 
types of therapy. Ordinate, the percentage of re- 
covered patients not relapsed after a given interval 
of time. Abscissa, time in months since discharge 
from hospital. Upper curve, cooperative thyroid 
patients; lower curve. shock therapy patients. 


as compared with at least 40 per cent of the 
shock therapy patients. Such a difference 
in results would occur by chance, according 
to the chi square test,* only once in more 
than 2,000,000 tries. 

It appears that the patients who receive 
thyroid therapy in adequate amounts enjoy 
a probably significant, immediate advantage 
over those who are treated only by con- 
ventional methods, and that they enjoy a tre- 
mendous advantage if they continue the rec- 
ommended medications and tests at home. 


Summary 


Thyroid extract or thyroxine with vita- 
mins, given to 120 schizophrenic patients, 
none of whom was recognized to have peri- 
odic catatonia, resulted in the recovery of 
54. The recovery percentage in 80 patients 
given thyroid therapy for at least 100 days, 
which is considered to be the shortest time 
which can be called adequate, was 67.5. Of 
these 80 adequately treated patients, 60 re- 
ceived some form of conventional therapy 
(usually shock) in addition to thyroid ex- 
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tract or thyroxine. The immediate results 
are superior to those attained with adequate 
shock therapy in a public hospital or with 
various conventional methods in a private 
hospital. 

Of 23 patients given thyroid therapy for 
100 days or more after an illness of less than 
six months, all recovered. Of 43 patients 
treated for 100 days or more after an illness 
of less than two years, 39 (90.7 per cent) 
recovered. Fifteen of the 80 patients (or 
19 per cent) recovered without requiring any 
shock therapy, and two of these 15 had been 
ill for five years or more. Those thyroid pa- 
tients who received shock therapy required 
much less of it than had to be given to con- 
trol patients who received no thyroid medi- 
cations. 

Relapses are known to have occurred after 
24 of the 54 recoveries, but each relapse 
was preceded by a period of time in which 
the patient failed to follow directions given 
him as to necessary medications and labora- 
tory tests. The incidence of relapse among 
those who follow directions after discharge 
is believed to be very small. 
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Psychoanalytic Applications to Levels of Group 


Psychotherapy With Adults 


BENJAMIN KOTKOV, PH.D. 


The practice of group psychotherapy, a re- 
view of the literature, and experimental 
work on goals*® disclose three distinct levels 
of psychotherapeutic achievement in group 
psychotherapy: 1) social participation, based 
chiefly upon symptom identification; 2) in- 
creased confidence, based chiefly upon ego 
identification; 3) emotional insight, based 
chiefly upon modified superego identification. 

The purpose of this presentation is to 
point out the similarity in dynamics for all 
psychotherapeutic echelons as well as to enu- 
merate the special characteristics unique for 
each. 

Commonalities 

There is a basic core applicable to all ana- 
lytically-criented group psychotherapies re- 
gardless of nosological syndrome, age, in- 
telligence, or presenting complaint, namely: 
reactions of patients to the group situation, 
psychotherapist’s non - interventionalist’s 
role, and use of patients as adjunct thera- 
pists. 

Reaction of Patients, Anxieties are aroused 
in all patients in the very act of coming 
together in a group. Each patient becomes 
alert to an attack for fear of being victim- 
ized, or appearing weak in some way. He 
may react against being afraid by aggres- 
siveness and irritability. Another patient 
may reserve his thoughts. What if he should 
be compelled to speak? Would the other 
members of the group laugh at him? Would 
he appear physically disfigured or intellec- 
tually inferior? He fears rejection if he re- 
veals too much of himself. 

The mere presence of a psychotherapist 
evokes tense and hostile feelings. Relation- 
ships to a parental figure were those in 
which authority was imposed. The reactions 
of patients to authority were ones of ready 
rebellion, stubbornness, and strong temper. 
Hence the members of the group would tend 
to react to the psychotherapist as to a domi- 
nating parent. At such times, the patients 
in the group see the psychotherapist as an 
enemy who would push them into danger 


rather than a reassuring figure who would 
help them. Symbolic siblings project old, 
unconscious, competitive needs onto a mis- 
identified parent with subsequent reality dis- 
tortions and frustrations. The sicker the 
patient, the more do his fantasies infiltrate 
reality, and the more insidious do relation- 
ships become. 

Psychotherapist’s Non-Interventionalist’s 
Role. Group psychotherapy is stated simply 
as a way of working through emotional prob- 
lems. The members of the group are then 
invited to talk about their thoughts, wishes 
and feelings but are told that they need not 
feel compelled to speak. The group psycho- 
therapist deliberately avoids stimulating ad- 
ditional anxiety, restrains accentuating the 
negative aspects of ambivalence, and guards 
against being goaded to reprisal by patients’ 
provocations. The danger of mounting neg- 
ative transference from members of the 
group is reduced by a minimum of untoward 
countertransference reactions from the psy- 
chotherapist, and by inherent group interfer- 
ences which detoxicate projections and di- 
lute transferences. Demarest and Teicher* 
in an excellent paper on transference in 
group therapy missed their own counter- 
transferences (by the use of active interro- 
gation of their patients) with the result that 
undesirable transferences in their group 
were incited rather than diluted. 

Patients As Adjunct Therapists. Every 
new group introduces a collection of unre- 
lated and usually unknown people. The group 
psychotherapist could easily intensify the 
alienation of members from a potential 
group. In order to diminish initial feelings 
of rejection and dissociation, the patients 
are encouraged to take the lead. Patients 
need to be transformed from a collection of 
isolated individuals into an integrated func- 
tioning whole in order to effect favorable 
psychotherapeutic change. The group psy- 
chotherapist’s basic task is to manipulate 
the power of the group, to discourage the 
patient’s own efforts at internalization. “A 
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group is extraordinarily credulous and open 
to influence; it has no critical faculty, and 
the improbable does not exist for it.’’'* Pa- 
tients have been used as adjunct therapists, 
more or less, in all types of group psycho- 
therapies****-***"°" and the entire nosological 
range.****,+ 

In the beginning of every psychothera- 
peutic group, the emotional reactions be- 
tween the individual patients and the psy- 
chotherapist is paramount. As the group 
discovers a meaning and appropriateness to 
the sessions, interaction among the members 
of the group assume substantial proportions. 


Levels 


Echelon One: Social Participation 


Participation group psychotherapy is em- 
ployed primarily with schizophrenics, Many 
of these patients are non-verbalizers—a bar- 
rier which interferes with the development 
of relationships so necessary for conducting 
group psychotherapy. Often diversional ther- 
apies are used to prepare the patient for par- 
ticipation psychotherapy.'* 

Lazell,** Klapman" and others have shown 
that the didactic approach is the method of 
choice in group psychotherapy with chronic 
schizophrenics. The crucial task here is to 
encourage the patient to graduate from an 
informational level to social participation. 
Chafetz,® Gray,'® Gurri and Chasen’ and 
others, although sponsoring group psycho- 
therapy with the chronically ill, maintained 
that its role is ancillary to ECT or lobotomy. 

The psychotherapeutic goal in group psy- 
chotherapy with schizophrenics has _ re- 
mained unchanged since the turn of the 
century. It was then that Lazell** and 
Marsh*® emphasized that the acme of psy- 
chotherapeutic achievement with this pa- 
tient population is in social recovery. 
Grauer"™ and others remind psychotherapists 
of the “striking difference between a dilapi- 
dated schizophrenic in the chronic ward of 
a hospital and a socially recovered schizo- 
phrenic.” Abrahams’ and others have stated 
that although delusions do not disappear, 
they are decreased, patients talk and display 
more friendly behavior. 

The analytically-oriented approach is em- 
ployed with carefully selected patients based 
upon their desire to be helped, degree of in- 
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tactness, level of intelligence, and bids for 
IWosologically, these pa- 
tients may be acutely disturbed psychotics 
(non-chronic),*! schizophrenics in remis- 
sion,*’ incipient sch'zophrenics and manic- 
depressives in a free interval period.** The 
psychotherapeutic goal is still socialization 
either in terms of leaving the hospital on a 
trial visit, promotion to better wards and/or 
ground privileges. The psychotherapeutic 
techn:que is essentially that reported by 
Semrad* and his associates: no direct ques- 
t'on'ng, casual conversation, appropriate 
comment, handling of psychotic material by 
fellow patients. 

Instead of relating through causes, schiz- 
ophrenics relate through complaints.** One 
member identifies with another, not so much 
with people, as with symptoms and illnesses. 
Freud’ stated that “identification by means 
of the symptom ... has thus become a mark 
of coincidence between the two egos...” 

Gradually these patients are led into a 
group experience. They begin to formulate 
their attitudes in a less nebulous fashions. 
They plan with others and share some of 
their responsibilities. They develop latent 
capacities for participation and receive at- 
tention and recognition for their accomplish- 
ments, Participation serves as an opening 
wedge in the development of relationships. 


Echelon Two: Increased Confidence 


The literature is relatively sparse on 
techniques of short-term group psychother- 
apy.*:*-?°:82.57 During World War II, a number 
of such papers appeared**:*! (and many oth- 
ers) under military auspices. With a few ex- 
ceptions,’*** brief group psychotherapy in 
the armed services was principally didactic. 
Psychotherapeutic techniques were geared to 
goals which were either information giving 
or frankly exploratory. 

Applications of analytically-oriented short- 
term group psychotherapy have been pre- 
sented by the author in several publica- 
tions.*’-** The purpose here is to describe 
the distinguishing characteristics of the sec- 
ond distinct echelon of psychotherapeutic 
achievement in grcup psychotherapy. This 
level can only be reached by a non-psychotic 
population. The ego is strong enough to col- 
laborate in a psychotherapeutic movement 
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towards newer, adaptive forms of relation- 
ships. In order to weld individuals into a 
group, certa'‘n of its needs have to be ful- 
filled. Patents’ needs are met in terms of 
identifying themselves with other patients 
and thus acquiring inflated values, strength, 
and morale. A patient who voices a posi- 
tive attitude toward treatment is an apt in- 
dividual with whom another patient may 
identify. 

To a certain extent, in every relationship 
to an object, a modified identification occurs. 
However, there are essential differences: 
identification is a more intense and special 
type of relationship. It is a more intense 
experience in that the patient absorbs some- 
thing from the group which he incorporates 
in himself. It is a special type of experi- 
ence in that one might enjoy the company of 
guests but one might not wish to identify 
with them. “Identification,” wrote De Saus- 
sure,’ “may be produced by admiration, by 
affection, or by imitation. It always implies 
that the relation between subject and object 
with which he identifies is one of confidence.” 
The symbiotic relation of members of the 
group to each other assists the individual in 
combating his isolation. Thus an individual 
who was isolated takes his place in the 
group. 

Release Mutual Difficulties. Healing re- 
sides not only in the group’s emotional re- 
lationship to the psychotherapist, and the 
emotional interplay of members of the group 
to each other, but also in a discussion of 
their mutual difficulties—only pertinent ma- 
terial becomes incorporated in their under- 
standing. Initially, most patients present 
their complaints in physical terms. Others 
demand a cure “‘on the spot,” while still oth- 
ers are unable to aerate. Resistance, in 
brief group psychotherapy, is undermined by 
permitting the group to say what it pleases 
without dispute. 

The movement of the group is from a re- 
lease of anxiety and hostile feelings against 
derivative figures to covert theoretical, phil- 
osophical, or stop-gap conversations reflect- 
ing similar feelings. A more personalized 
direction is obtained by the simple devise of 
asking for their feelings on the current topic 
under discussion. A variety of reactions 


may ensue: much bickering, a shocked atti- 
tude, a creeping of understanding here and 
there, and finally a willingness to come to 
grips with personal material. 


Very few patients in brief group psycho- 
therapy—or group psychotherapy of an 
open, continuous type with goals fixed on 
the same modest level—have any real ac- 
ceptance of the nature of their illness. It is 
a tremendous task for patients to be con- 
vinced that their symptoms are emotionally 
occasioned, and that there is a relationship 
between a current conflict and its concomi- 
tant symptomatic manifestations. 


Experience with many such groups shows 
that increased confidence results if identifi- 
cation can be augmented through loss of 
feelings of isolation and loss of fear of per- 
sonal expression. However, improvement oc- 
curs in terms of ego identification alone, and 
patients leave the group oblivious to any un- 
derstanding of their resistances. What is 
repressed and dissociated remains so. In- 
sight into symptoms and their various man- 
ifestations are concealed. Patients are 
helped but not irrevocably. 


Echelon Three: Emotional Insight 


Group psychotherapy is a complicated 
process of emotional interactions involving 
many patients and a psychotherapist. It is 
precisely because group psychotherapy in- 
volves relationships, that unresolved oedipal 
components are easily projected upon one 
another, with transferred attributes and af- 
fect unconsciously distorting their percep- 
tions of reality. Emotional insight relates 
to the clearance of projections in order to 
obtain proper assessments of reality. Hence, 
psychoanalytic concepts such as transfer- 
ence, resistance, and countertransference 
holds true for analytic group psychotherapy 
as it does for individual analysis. Current 
practice in analytic group psychotherapy 
presents the epistemology of treatment, 
works on resistances, focuses on the anxiety 
of the moment, and exercises countertrans- 
ference precautions. 

Presents Epistemology of Treatment. Most 
psychotherapists explain the role of trans- 
ference to the group. It is pointed out that 
a person’s knowledge is not always clearcut, 
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that there is an emotional recognition which 
is at odds with an intellectual grasp of re- 
ality. Patients are encouraged to detach 
their reason from their emotionally involved 
suffering self in order that they may under- 
stand the nature of their feelings and its 
derivation. Members of the group are led 
to feel that attitudes do exist which are in 
contradistinction to reality and to the con- 
sciously voiced opinion of the individual. It 
is usually emphasized that feelings of inade- 
quacy are brought about after birth through 
relationships, that people who cannot ac- 
complish their life tasks are handicapped by 
inhibitions in terms of their fears, rather 
than actual lack of endowment. The group 
feels helpless with regard to a number of 
pressing situations, and their old conflicts 
do not enable them to deal constructively 
with current affairs. Hence, members of the 
group are encouraged to talk about their 
feelings of inferiority and inadequacy, in- 
cluding the manner in which they may have 
acquired such concepts through family ori- 
entation, if they are to alleviate their dis- 
turbing obsessions. 

Mullen** defined transference as “the hu- 
man idiosyncracy to distort the relationships 
that we have with others; giving others as- 
sumed roles reminiscent of someone in the 
past and present. Within these distorted 
relationships we find ourselves transferring 
attitudes and affects and seeking unwar- 
ranted gratifications.” 

Wolf** entered in lucid detail an illuminat- 
ing discussion of the identification and reso- 
lution of transference. He stated in part: 
“.,. the therapist verifies the singular fea- 
tures of transference. . . . To this end he 
misses no opportunity to clarify any one 
patient’s investment of another or the ana- 
lyst. Whenever a reaction appears which 
has the characteristics of projection, he 
points out to the reactor the transference 
character of his response. With increasing 
clinical experience patients become expert in 
identifying one another’s transference re- 
actions, The extreme disparity of various 


“investments confronts each member with 
the patently illusory nature of these re- 
sponses. He learns to see his own particular 
masking of others with parental or sibling 
surrogate cloaks as equally irrational.” Ana- 
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lytic group psychotherapists generally agree 
with Foulkes" that the group “demonstrates 
in action the meaning of a transference neu- 
rosis, its regressive nature, its oedipal sig- 
nificance, its compelling character, as a con- 
sequence of which the patient tends to de- 
mand the therapeutic re-establishment of a 
situation as close as possible to the original 
family constellation.” Positive indications 
for the selection of patients for analytic 
groups were reported by Slavson.** 

Centralizes Resistances, The clearance of 
resistances are essential to the promotion of 
emotional insight. Future immunity pivots 
about the successful overcoming of resist- 
ances. Redl** expressed the general opinion 
amongst practitioners of group psychother- 
apy when he stated of resistance that “diag- 
nostically it reveals to us the real forces we 
fiight, and therapeutically its removal is the 
only guarantee for lasting success.” Spot- 
n:tz’’ indicated further that the five types 
of resistances present in individual psycho- 
analytic therapy are also encountered in ana- 
lytic group psychotherapy. “However, a spe- 
cial complication is the fact that each of 
these forms of resistance operates not only 
against the therapist in his efforts with each 
group member, but also against the group 
members in relation to each other; and fi- 
nally these individual resistances of the 
group members may unite to become a group 
resistance, such as group ego resistance, 
group superego resistance, group secondary 
gain resistance, group superego resistance, 
and group id resistance... . First, it is de- 
sirable to call the attention of the group to 
the resistance. . . . Then the therapist may 
enlist the interest of the group sufficiently to 
attempt to understand the significance of the 
resistance, what caused it, how it developed 
and why it is being used.” 

Hence analytic group psychotherapists 
work on resistances rather than to place 
pressure on the recollections of experiences 
which are associated with strong and pain- 
ful emotions. The members of the group 
cling tenaciously to their resistances in many 
ways. They attempt to control their inse- 
curity either in silences or open hostility, in 
phobias or belligerences, control and avoid- 
ance of feelings, denial of emotions and anx- 
iety. Details and ramifications of common 
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forms of resistances are discussed by the 
author elsewhere.*’ 

Anxiety of the Moment. At first, the anx- 
iety of the moment relates from the group’s 
suspicion as to what its members are going 
to accrue from the psychotherapist and his 
treatment. There is a stormy insistence for 
a prescription and a magical release, e.g., 
“I’m telling you what is wrong with me. 
What are you going to do about it?” And 
again, ‘You never know, you might get 
killed.” The first statement expressed the 
marked dependency as well as the frustra- 
tion of the gratification of needs. Beuken- 
kamp‘ referred this to the “primacy of oral 
dependency.”’ The second remark made by 
the patient is a projection of the patient’s 
“unconscious wish to destroy the symbol of 
their dependency needs.” Hence, “The as- 
sociated murderous desires as well as the in- 
cestuous drive cause the facing of immatur- 
ity to be expressed similarly as a fear of self- 
destruction.” 

Peterson-Krag™ portrayed other uncon- 
scious feelings which are likewise bivalvu- 
lar: “Members whose aberrations of feeling 
and conduct makes them feel like outcasts, 
now found that it was these very aberra- 
tions that drew the leader’s attention and 
interest to them. . . . Oedipal anxiety is less- 
ened by adding to the fantasy ‘My father 
loves me because of my hurts,’ the additional 
idea, ‘So he will not punish me because of 
my rivalry.” Another feeling may be pres- 
ent: “My father loves me because of my 
hurts is that the hurts have been accepted 
as castration. . . . Anxiety is lessened be- 
cause the dreaded punishment has already 
been endured and need no longer be feared.” 

Later, the anxiety of members of the 
group are tied up with their own feelings of 
inadequacy and helplessness. One patient 
told the group: “I’m in a sad condition.” He 
cited a nervous condition that he had five 
years previously. What circumstances are 
currently affecting this patient that makes 
him displace his present difficulties onto the 
past? Another patient stated that he was 
a ‘sissy’ in his childhood. What gives the 
man the feeling that he is inadequate today? 
What is he troubled about in his dealings 
with his fellow man, on the job, in school, 
or at home? What troubles the patient to 
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the extent that old feelings of inferiority 
are brought back from out of the past into 
the current situation? 

Countertransference Precautions. The 
group psychotherapist has to exercise care 
that he does not disturb what is currently 
transpiring in the group, that he does not 
accelerate or maximize self-condemnations 
of the members of the group. Flescher’ 
stated that the “term countertransference 
should include all emotions and attitudes in 
the therapist that, whether or not they are 
linked with his personality, influence his 
comprehension and his use of analytic psy- 
chotherapy.” For ‘“Anxieties connected with 
unresolved oedipal elements are mobilized 
very easily in the analytic situation because 
of the role of nongratification which auto- 
matically makes of the patient a forbidden 
(incestuous) object.’’ Countertransferences 
are manifested in terms of “unresolved con- 
flicts of the analyst,” the “impact of pa- 
tient’s transference,” and “suggestive influ- 
ences running from patient to therapist.” 

Hadden,'* Grotjahn’ and others felt that 
the group members were quick to detect 
countertransference and often attempted to 
convey appropriate cues to the group psy- 
chotherapist. Slavson*’ indicated that the 
psychotherapist may be biased either in the 
direction of approval or disapproval and 
progress may be inhibited by the therapist’s 
goals. Stein** warned against premature ex- 
posure of id impulses feared and repressed 
by the group. Kotkov*®® enumerated com- 
mon forms of countertransference typical of 
student group psychotherapists, namely: 
anxiety, counterhostility, poor motivation, 
need to be omnipotent and heterogeneous 
scotomata such as increasing the patient’s 
sense of isolation, overevaluation of patient’s 
ego strength, therapist projecting his own 
interests, and insufficient empathy. Powder- 
maker and Frank*® conducted extensive 
studies for increasing the objectification of 
psychotherapeutic techniques. Loeser and 
Bry’’ re-presented the contention of many 
group psychotherapists that effective con- 
trols are exercised through the constant sur- 
vey of one’s role, intramural discussions, and 
tape recordings. One might also add the use 
of an observer. Loeser and Bry went on to 
state that groups are affected by defect in 
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technique, acting out of therapist, identifi- 
cation with patient’s difficulties, passivity as 
a defense aggression, omnipotence, peda- 
gogy, libidinal interests and narcissistic mo- 
tives. 


Summary 


For every group, regardless of depth of 
psychotherapy, the psychotherapist antici- 
pates standard reactions of patients, exer- 
cises a non-interventionalist role, and invites 
the participants to become adjunct thera- 
pists. However, the characteristic defenses, 
the use of repression, the tempo and prog- 
ress, and the standards of goals achievable 
will vary with the type of group. The group 
ego may be loose, rigid, or encouragingly 
flexible. Correspondingly, three psychother- 
apeutic levels are presented leading to social 
participation, increased confidence, and emo- 
tional insight. 
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Reduction of EST Induced Fractures with Pentothal- 


Succinylcholine Anesthesia 


H. I. NEWBOLD, M.D. 


In the twenty years which have gone by 
since electroconvulsive therapy was initiated 
by Cerletti and Bini in 1937, both the medi- 
cal profession and the general public have 
become acutely aware of fractures which 
may occur concomitantly with this form of 
therapy. Muscle relaxants such as curare, 
decamethonium and gallamine used in an at- 
tempt to avoid fracture complications with 
electroshock therapy often proved to be more 
dangerous than the complications which they 
were designed to guard against and were 
abandoned after succinylcholine came into 
use. 

In 1952, Bourne’ gave a favorable report 
on the use of succinylcholine as a muscular 
relaxant. This was followed by other favor- 
able reports in the literature by Holmberg,’ 
Ardis,’* Wilson,‘ Steven,’ Rietman,*® and oth- 
ers. It is the purpose of this paper to re- 
view the experience of the routine use of suc- 
cinylcholine as a muscular relaxant with 
electroshock therapy as employed at the Vet- 


From Veterans Administration Hospital, Hines, 
Illinois. 


erans Administration Hospital, Hines, Illi- 
nois, since 1954. 


Methods 


From the time electroconvulsive therapy 
was begun at Hines Hospital in 1946 it has 
been the standard practice to require each 
patient to have the following work-up prior 
to receiving therapy: complete history, com- 
plete physical examination, routine blood 
count, serology, routine urine, electrocardio- 
gram, chest x-ray and x-ray of the thoracic 
spine. By repeating an x-ray of the thoracic 
spine after therapy was completed, some 
fractures were discovered which would not 
have been found had this procedure been 
omitted. 

When Pentothal-succinylcholine anesthe- 
sia was first started, an anesthesiologist was 
in attendance while the treatment was given. 
As the psychiatric staff became more expe- 
rienced in this form of therapy, the anesthe- 
siologist was dropped from the team. Sub- 
sequent experience has proved that Pento- 
thal-succinylcholine anesthesia can safely be 
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administered by the house staff on psy- 
chiatry. 

Treatments take place in the morning be- 
fore breakfast. The patient is given atro- 
pine sulfate gr. 1/50 either by hypodermic 
injection 30 minutes before the treatment or 
the atropine is mixed with the Pentothal and 
given intravenously. The patient is placed 
on a straight, firm mattressed cot without a 
pillow. The Pentothal (usually 2-4 gr. mixed 
in 4-8 cc water) is given rapidly intrave- 
nously. The needle is left in place and the 
syringe removed. One drop of blood is al- 
lowed to escape to clear the needle of any 
Pentothal which might precipitate the suc- 
cinylcholine. The succinylcholine (15-30 
mgm.) is injected rapidly and the needle is 
removed from the arm. The mouth piece is 
put into place and the electrodes are applied 
in the usual manner. One minute after the 
succinylcholine is injected, the electroshock 
treatment is initiated. After the modified 
convulsion comes to an end, the mouth piece 
and electrodes are removed and a tracheal 
airway is inserted. Oxygen is then adminis- 
tered until the patient is breathing well at 
which time he is turned on his side. During 
the convulsion the patient has the minimal 
amount of confinement, only enough to pre- 
vent dislocation of his arms or legs. The 
mouth, however, is held tightly closed 
against the rubber mouth piece. 


Statistical Data 


Since the beginning of electroshock ther- 
apy at Hines Hospital in 1946 a total of 13,- 
127 treatments have been given to 1,059 pa- 
tients. Of these, 10,824 treatments were 
given to 878 patients without the use of Pen- 
tothal-succinylcholine anesthesia and 2,303 
treatments were given to 181 patients with 
the use of the drugs. The latter procedure 
became standard with electroshock therapy 
at this hospital on July 2, 1954. The average 
number of treatments per patient was essen- 
tially the same with or without muscular re- 
laxants, being 12.7 and 12.3 respectively. 

As illustrated in Table 1, there were 63 
-orthopedic complications in the series with- 
out muscular relaxants giving an incidence 
of 5.8 per thousand treatments. There were 
no deaths in this group. In the group given 
Pentothal-succinylcholine anesthesia, there 
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were no orthopedic complications. There was 
one fatality in this group which will be dis- 
cussed later. 


TABLE 1 
Orthopedic Complication Associated 
With EST 
Without Pentothal- With 
succinylcholine 
Vertebral 56 0 
Disiocated Shoulder 0 
Basilar Skull Fracture .................... a. 0 
Chip Fracture of Shoulder .............. 1 0 


There were no significant complications 
with Pentothal-succinylcholine of any kind, 
including laryngospasm, respiratory failure, 
pneumonitis, cardiac irregularities, cerebral 
vascular accidents, etc. 


Discussion 

From the data presented in Table 1, it is 
apparent that Pentothal-succinylcholine an- 
esthesia brought about a sharp reduction in 
the number of orthopedic complications. 

The one death which occurred was due to 
a coronary thrombosis in a middle aged man. 
He had been given the usual pre-shock stud- 
ies which failed to reveal any evidence of 
cardiac disease. After the usual electro- 
shock treatment he was breathing well and 
was turned on his side. The physicians in 
charge had moved on to the next treatment 
when it was noted that the patient had poor 
color. He expired shortly thereafter in spite 
of attempts to resuscitate him. An autopsy 
revealed the patient to have a coronary 
thrombosis. Death was believed due to the 
thrombosis rather than the electroshock 
therapy itself. There is every reason to be- 
lieve that the patient would have suffered 
the same fate the next day while climbing 
stairs or the next week while engaging in 
some other physical activity. Attesting to 
the safety of Pentothal-succinylcholine is the 
fact that most of the treatments were given 
by relatively inexperienced residents. It is 
interesting to note that the single death 
which occurred came on a day when the res- 
ident was absent and the treatments were 
being given by two highly experienced men. 

Although a large number of treatments 
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were given to vigorous young men, a signifi- 
cant percentage of patients were in an older 
age group. Many of these older patients had 
suffered from various cardio-vascular dis- 
orders but were treated because it was felt 
their mental disorders were more of a threat 
to their well-being than the treatment proce- 
dure. One of the patients had two cerebral 
vascular accidents and a coronary thrombo- 
sis prior to electroshock therapy and with- 
stood the procedure well. Because of the 
lessening of the valsalva phenomenon with 
Pentothal-succinylcholine anesthesia, there 
are many theoretical reasons why it is the 
procedure of choice with patients suffering 
from the various cardiovascular disorders. 

Laryngospasm was not a problem with the 
anesthesia as given. The only times free air- 
way was maintained with difficulty was when 
there was a collapse of the laryngeal mus- 
cles. This usually occurred in edentulous 
patients. It was discovered that an airway 
could best be maintained in these patients 
simply by inserting two fingers into the 
throat and pulling forward on the pharynx 
and base of the tongue. 

One of the chief benefits derived from the 
Pentothal-succinylcholine anesthesia has 
been the reduction in anxiety concerning the 
electroshock treatment. This has made pos- 
sible a more complete participation in occu- 
pational therapy, a factor which is consid- 
ered important. Since there has been no sig- 
nificant change through the years in the 
average number of electroshock treatments 
required, it is evident that this modification 
of therapy has not interfered with its effi- 
cacy. Further testimony as to the safety 
of this procedure is given by one of the con- 
sultants at this hospital’ who has given over 
18,000 Pentothal-succinylcholine anesthesias 
for electroshock therapy at another institu- 
tion without a death of significant complica- 
tion. Another consultant* has given ap- 
proximately 3000 treatments using this 
method without a death or major complica- 
tion. 

Conclusion 

The personnel at the Veterans Administra- 
tion Hospital, Hines, Illinois, have used Pen- 
tothal-succinylcholine anesthesia prior to 
electroshock therapy since July 1954 and 
found it to reduce orthopedic complications 
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to zero. Furthermore, it has been found a 
safe procedure which can be carried out by 
psychiatrists without the aid of anesthesiol- 
ogists. 

Summary 

1. A report is presented of the orthopedic 
complications associated with 10,824 electro- 
shock treatments on 878 patients without 
Pentothal-succinylcholine anesthesia and of 
2,303 electroshock treatments on 181 pa- 
tients with the drugs. 

2. Without this muscular relaxant the or- 
thopedic complications were 5.8 per thou- 
sand. 

3. With the muscular relaxant the ortho- 
pedic complications were 0.0 per thousand. 

4. Since there was no significant change 
in the number of treatments required per pa- 
tient (12.7 vs. 12.3) it was concluded that 
Pentothal-succinylcholine anesthesia in no 
way interferes with the efficacy of the treat- 
ment. 

5. It was concluded that Pentothal-succi- 
nylcholine anesthesia was a safe procedure 
which may be carried out by psychiatrists 
without the help of anesthesiologists. 
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Some Aspects of Ego Functioning as Reflected in Skin 


Temperature Change 


STANLEY S. KANTER, M.D., ALBERTO DIMASCIO, A.M., and 
PETER D. WATSON, A.B. 


Introduction 


Though numerous publications have re- 
ported the relationship of affective states, 
emotions or stress situations to change in 
body surface temperature, this study ap- 
pears to be the first report of the applica- 
tion of ego psychological considerations to 
the systematic and microscopic study of this 
relationship. We are indebted to several 
investigators who have called attention to 
the need for considering ‘ego involve- 
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ment,”*” “patient’s resources or lack of re- 
sources’’’’ and “personality adaptation’ in 
order to understand the skin temperature re- 
actions of individuals. 

This study is particularly timely since it 
points the way toward possible integration 
of the conflicting, inconsistent or disparate 
findings which have plagued the use of skin 
temperature measurement in the understand- 
ing of psycho-physiologic interrelationships. 
As an example of such conflict, some au- 
considered 1-2°C fluctuations in 
body surface temperature as minor or in- 
significant whereas equally careful workers’ 
base fundamental conclusions on skin tem- 
perature changes of 0.5°C. 
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Research Design and Findings 


The research setting, the apparatus and 
some psychotherapeutic considerations have 
been reported elsewhere.'’ It is necessary to 
mention here only that this work was done 
on the first twelve interviews of one patient 
whose finger skin temperature and verbal 
transaction during psychotherapy were con- 
tinuously and simultaneously recorded to 
yield the raw data. The finger skin tempera- 
ture values were then graphed against the 
time of each interview at 30 second inter- 
vals. Typescripts with time notations each 
15 seconds were made from the tape record- 
ings of the interviews. The physiologic and 
psychologic data were handled independently 
by different members of the research team 
except as described in the experiments. 


Two complementary experiments were car- 
ried through with this data. 


A. The Relationship of Ego Mastery or Non- 
Mastery of Anxiety to Changes and Level 
of Finger Skin Temperature. 


The first experiment consisted of the se- 
lection by the experimental psychologist of 
twenty sections from the skin temperature 
graph. These sections were of a few min- 
utes duration, ten sections at times of skin 
temperature rise and ten at times of skin 
temperature fall. The sections were evenly 
distributed among four levels of skin tem- 
perature in 2 degree categories from 28.0°C 
to 36.0°C. Two hypotheses were used to re- 
late the psychological and physiological func- 
tioning: a) that ego mastery of anxiety is 
accompanied by rising finger skin tempera- 
ture and non-mastery by falling finger skin 
temperature, and b) that level of free-float- 
ing anxiety experienced correlates negatively 
with level of finger skin temperature. Using 
(1) the information as to the time in the in- 
terviews where these twenty sections oc- 
curred, (2) ego psycholog:cal concepts gath- 
ered from various psychoanalysts,?***"* (3) 
understandings gathered from personal psy- 
choanalysis and (4) the above hypotheses, 
a psychiatrist and a clinical psychologist 
made for each section independent judgments 
(1) as to whether the skin temperature was 
rising or falling and (2) as to level of skin 
temperature in the range described. 
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Inter-observer agreement was attained in 
80% of the judgments. For the remaining 
20%, a combined judgment was made after 
further discussion of the differences in judg- 
ment, 

When the judgments for each section were 
compared with the original data, it was 
found that 15 out of 20 sections (10 ex- 
pected by chance) had been correctly judged 
as to rise or fall and 12 out of 20 sections 
(5 expected by chance) as to level of skin 
temperature. For both these results, the 
chance probability of such level of accuracy 
is less than .05. 


B. The Relationship of Self-Involvement in 
Psychotherapy to Skin Temperature 
Change. 

In the second experiment the verbal trans- 
actions during the twelve psychotherapy 
interviews were divided into contiguous sec- 
tions characterized as to (1) predominant 
affects—positive, hostile, depressed or anx- 
ious, and (2) the handling of these affects 
(expressive or defensive). Cues for the par- 
ticular judgments included such factors as 
the tone, rate, steadiness, continuity and 
content of speech. In addition, each section 
was described clinically with respect to the 
leading factors in the degree and type of in- 
volvement in the psychotherapy. Subse- 
quently, the classification and description of 
the content and affects were compared with 
the graph of finger skin temperature. 


INTERVIEW I* 


NoTE: The first five minutes were not recorded due 
to technical difficulties. 


Minutes Predomi- 
ofSection nant Affect 


5-14 AE 


Clinical Description 


Labored discussion—anxious re- 
lating of his concerns about 
himself, the treatment and the 
therapist. 

14-16% A Def Casual—defensive avoidance— 
speech fast and glib—laughter. 
Speech slow and hesitant—ttie- 
up of therapist’s name with af- 
fectionate family memories— 
importance of treatment—nego- 
tiating a compromise. 

Anxious ambivalence about the 
therapist. 

27%4,-3214 <A Def Intellectualizing, defensive su- 
periority, glib speech. 


16%4-24 


24-27% 


*CODE: Feelings: A—anxious, H—hostile, P—pos- 
itive, D—depressed. Handling of feelings: E—ex- 
pressed, Def—defended against. 


4 
H 
j 
| 
4 
| 
; 
H 
| 
| 
| 
Ay 
i 
| 


390 


0-11 


11-16% 


1614-341% 


26-307 


3414-37%4 
374-40 


40-49 
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INTERVIEW II 


AE 


P 


A Def 


AE 


P 


41%,-44%7 AE 


Anxiety—increased aggression 
about the treatment situation— 
hesitancy—-seriousness. 

Speaks faster, relaxed, gives up 
work at anxiety-laden topic— 
positive feeling. 

Speaks slower, seriously, ap- 
proaching anxiety-laden topic, 
hesitant, cautious. 
Intellectualization by therapist 
and defensive distortion by pa- 
tient. 

Speaking faster—denial—inter- 
nal debate. 

Slower, serious—more intensely 
relating—anxious. 
Reassured—positive feeling — 
perspective—relates problem. 
Facing and expressing anxiety 
about exposure. 


7+Second judgments made when preceding sections 
were returned for further breakdown. 


INTERVIEW III—DEPRESSION PRE- 


DOMINANT 


Guilt feelings—serious, slow 
speech, collected relating of 
difficulties, positive feeling, 
talks of wife’s problems—de- 
pressed—describes _ realities 
of family—depressed—fears 
of asserting himself. 


A Def-E Speaks faster, less earnest- 


ness, shift from intellectuali- 
zation to anxiety about hos- 
tility. 

Expressive of difficulties with 
authorities, fear and immo- 
bility with men, earnest— 
fluctuating rate of verbaliza- 
tion. 

Denies instinctual aspect of 
his functioning—focuses on 
symptoms—anxious—faster 

speech. 

Serious, slower—after thera- 
pist’s comment returns to 
telling of type of personal re- 
lationships and identification 
with father. 


INTERVIEW IV 


Slow, hesitant, anxious. 
Speaking faster—defending by 
denial, intellectualization and 
obsessional debate. 

Much slower, more hesitant, 
discussion of problems about 
masculinity. 


V—PREDOMINANTLY INVARI- 


ANT, DEPRESSIVE PREOCCUPATION WITH RE- 


0-21% P 
21% -25% 
2534-31144 A Def 
AE 
=P 
0-18%4 AE 
184-3914 A Def 
394-44 AE 
INTERVIEW 
ALITY 
0-17% A Def 


Slow serious speech, using re- 
ality as a resistance—expresses 
positive feeling -— depressive 
awareness of limits in treat- 
ment. 


17%4-20% AE Anx‘ety apcut working out feel- 
ings, being exposed. 

2014-37% A Def Positive feeling—intellectualiz- 
ing, somewhat depressive debat- 
ing—talion principle. 

31-37 1%4* AE Increased anxiety about retalia- 
tion. 


*Second judgments made when preceding section 
was returned for further breakdown. 


INTERVIEW VI—PREDOMINANTLY INVARI- 


ANT, DEPRESSIVE, POSITIVE 


0-9 D Slow labored speech—depressive 
tone—realistic problem of lack of 
productivity, anal pattern. 

9-22 D Same type of speech—shift to dis- 
cussion of patterns of attitudes 
about relationships with people. 1) 
wish for positive relationships. 2) 
perception of own interests as de- 
structive and in conflict with those 
of others. 3) defensive hostility 
and isolation. 4) depression. 

22%-30% H Speech faster—content derogatory 
to man, learning from women who 
are seen as having the “real stuff.” 


30%-45% P Speech slower, more _ intimate, 
many long pauses—content: posi- 
tive feeling, acceptance of depend- 
ence on therapist as a father fig- 


ure. 
INTERVIEW VII—DEPRESSIVE, POSITIVE 
0-17% = Serious speech, positive feeling— 


topic of lateness, concerns about 
social relationship, defense against 
depression—conflict re therapist 
between wish to conciliate and 
wish to compete, conciliation seen 
as a way of not having to feel 
hostile, a way of not risking in- 
sult to one’s feelings of omnipo- 
tence—anxiety in isolation—wish 
for special indulgence. 

1714-24 H Feeling of inadequacy—theme of 
hostility, anxious expectation of 
attack. Faster, high-pitched speech. 


24-28 Homosexual transference handled 
by reversal—lower tone, slower— 
pauses. 

28-2914 Reality arrangements. 


INTERVIEW VIII—AMBIVALENCE TO FA- 
THER. CLOSE FEELINGS CONNECTED WITH 
RETALIATORY ANXIETY ABOUT PROJECTED 


HOSTILE AGGRESSIVE IMPULSE 

0-8 e Slow, serious speech. Content: 
guilt re own hostility impulses. 
Depressed. Increased _ reality 
testing correlated with experi- 
encing a positive relationship in 
treatment—guilt about missed 
appointments. 

8-12% A Def Intellectualization to avoid in- 
vestigating a tongue slip — 
speaks faster—flight to reality. 

124-18% D Slower speech, slips of the 
tongue, serious discussion of 
childhood beatings—depressive 
working toward awareness of 
feelings. 

18%-21% A Def Defensive promising for the fu- 
ture. 
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Relating a difficult anxiety-laden 
area—approaching the painful 
feelings of failure repeatedly 
but running away each time. 
A Def Therapist stimulated avoidance 
and intellectualization. 


Anxiety about his therapeutic 
chances—wish to work with 
therapist and anger at expected 
desertion alternates with defen- 
sive acting out. ‘Leave before 
one is left.” 

44-53* A Def Speech faster, smoother; intel- 
lectual and wistful. Tells of re- 
treating from  anxiety-laden 
wish to assert himself with men. 


AE 


28-32% 


32%4-44 AE 


*Review indicates this judgment erred in focus- 
ing on the wish for relationship with men rather 
than on the castration anxiety in such situations. 


INTERVIEW IX 


Speech scrious—moderation in rate 
and flow. Moderately depressed. 
Content: 1) Longing to be given— 
some anger, mostly guilt. 2) Real- 
ization of need to work and pro- 
duce and of block in doing so. 
10%-21% AE Faster speech—anxiety about ex- 
pected attack—feels criticized and 
inferior — anxiously self-critical. 
Helpless ego anxiety as he faces 
the realistic need to work and drop 
the defense of omniscience. 


Slower, halting speech. Content: 
need to accept lack of omnipotence 
and castration anxiety in the 
course of working—wishes evi- 
dence of father figure able to work 
so he will have identification figure 
as reassurance. 


313,42 AE Otherwise sees mother as the ca- 
pable one, himself as confused— 
dereistic because of faculty self- 
evaluation as a castrated failure on 
his own but the adorable extension 
of mother. Returns in feeling to 
the state at the beginning of this 
interview. 


0-10% D 


21%-31% P 


INTERVIEW X 


0-15 AE Speech rather loud varying in 
speed. Content: Complaining about 
waiting, fear of expressing ag- 
gression with men, facing the is- 
sue more clearly, infantile concept 
of men and women, avoiding ‘the 
fight of the bulls” by presenting 
self as stupid. 
Intellectualization, projection, de- 
nial, regression. 
Psychologizing starts at 12%. 
Shifts to awareness of own ex- 
ploiting action. 
2714-31 HE Attacks psychiatrists. “I’m as big 
as you are.” 
31-3514 AE Anxiety that fighting will cause 
him to lose out in his relationship, 
fantasies assertion will be seen as 
hostility, anxiety about trust. 
Aggression expressed at 2614, re- 
turn to projection at 36. 


15-23 D 


D 
23%-27% D 


26%-36* H 


*Retrospective evaluation. 


35%-38% P Insight that anxiety about hurting 
and being hurt if he trusts is his 
problem. Realistic. 


AE Same as 31-35%, anxiety re trust. 


INTERVIEW XI 


Speech slips, emphatic, demand- 
ing, distorting, hostile, manipu- 
lative. Anxiety about trust and 
damage, testing  therapist’s 
strength. 

Depressed, intellectualization, 
away from the issue. 

Tells of positive feelings to ther- 
apist. Wish to be helpful. 
Frustration hostility, anxiety re 
interest and reliability of ther- 
apist, facing fact that trust is 
his problem. 

3314-37 A Def Manipulative, defensive, depres- 


3834-42 


0-15 AE 


15-22% D 
22%-25% P 


25%-331%4 AE 


sive. 
37-40% AE Anxiety about being hurt or 
hurting. 
INTERVIEW XII 
0-3 AE Serious, slow, anxious. Con- 
tent: frustration of infantile 
demands, realistic improve- 
ment. 
3-12% AE Speaks fast, excited, relates 


anxiety-charged dream. 
Speech slow, anxious, hostile 
aggressive — identification a 
possibility — increasing ac- 
ceptance of limits and of 
maleness with some depres- 
sion (ego helplessness). 
12-15* A Def Denial and displacement. 
2114-2734 Unscored Speech faster—alternates ad- 
miration of “father figure’ 
and depression re losing oe- 
dipal battle. 

Speech slow—retaliation anx- 
iety re therapist as aggres- 
sive father figure. 
Psychologizing. 


124%-21% AE 


*27%-41% AE 


36-39 A Def 


*Retrospective correlation. 


Analysis of the foregoing data in relation 
to the finger skin temperature graphs re- 
veals: 

1. Four interviews (III, V, VI, VII) show- 
ing the expression of depressive or affec- 
tionate feeling or the defensive handling of 
anxiety were characterized by high stable 
skin temperature in contrast to the other 
eight interviews showing more the expres- 
sion of anxiety and hostility which were 
characterized by lower and more fluctuating 
skin temperature. The possibility of air tem- 
perature influencing this finding is discussed 
elsewhere.'*:'* 

2. The points of clinical separation of the 
sections corresponded significantly to the 
points of inflection of the skin temperature 
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graph. (32 clinical judgments within 14 
minute of the skin temperature inflections, 
11 between !% and 1 minute from a point of 
major inflection, 10 more than 1 minute 
away.) 

3. There was highly significant associa- 
tion of the clinical characterization of the in- 
terview sections and a particular direction 
of skin temperature change. 


a. In instances of depression, affection, or 
ego defensive functioning, the skin tempera- 
ture was rising high. (Of 7 sections char- 
acterized predominantly as D, 5 showed ris- 
ing skin temperature and 2 stable skin tem- 
perature in the range 34-36°C; of 13 sec- 
tions noted as P, 12 showed rising skin tem- 
perature, 1 stable in range 35-36°C; of 13 
sections noted A Def., 12 had rising skin 
temperature, 1 showed a decline which ap- 
peared in retrospect an error in clinical judg- 
ment. See note on Interview VIII.) 

b. Where hostility or anxiety was ex- 
pressed, the skin temperature fell or re- 
mained low. (Of 3 sections noted H, all 
showed fall in skin temperature; of 24 noted 
AE, 22 showed decreasing skin temperature, 
2 showed stable skin temperature in the 
range 31-32°C. 

The results from the second experiment 
are in accord with those of the first and pro- 


vide evidence that a drop in finger skin tem- 


perature accompanies the ego’s actively 
working at a problem in therapy whereas a 
skin temperature rise is associated with mas- 
tery through defensive or adaptive methods. 


Discussion 


The desirability of testing on additional 
patients the conclusions reached in this 
study should be recognized and the need for 
caution in generalizing from the data of one 
patient stated. Nevertheless, contributions 
have often been obtained from the detailed 
study of the single case. This strikes us as 
of particular importance in dealing with 
psychodynamics and their relation to physio- 
logic events, subjects currently much de- 
scribed and little agreed upon. 

The point of view implicit to this study is 
that the relationship of internal and exter- 
nal experiences to physiologic events de- 
pends on the way in which the ego perceives 
and integrates such experiences and deals 
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with the situation in the light of the inte- 
grated perception both of the experiences 
and of the self.‘ The data and findings in 
this study represent an experimental] valida- 
tion of the findings of Mittalmann and 
Wolff’ that “vasoconstriction in the fingers 
is correlated with an increase in conflict 
while vasodilation is correlated with unin- 
hibited action and increasing emotional se- 
curity.”” We would add the specification that 
the “emotional security” may be achieved 
through ego-defensive avoidance of the cru- 
cial issues. 

The hypothesis that the finger skin tem- 
perature is continuously reflective of the ego 
functioning appears to provide a theatrical 
framework for integrating into a conceptual 
whole data from various sources. Our find- 
ings and ideas are supported by the work of 
Brown" on the relationship of surface tem- 
perature and social traits in young children 
and by the recent report of the University 
of Washington group’ of their research on 
children’s temperature reactions in the pres- 
ence and absence of their mothers, The lat- 
ter state, ‘Individual differences in skin tem- 
perature ... are regarded as being deter- 
mined by the learned experiences of the child 
and his characteristic modes of response to 
life situations.” Likewise they are largely 
in agreement with those of Graham’ save 
for the category of depression where Gra- 
ham’s patients showed skin temperature fall. 
The explanation appears likely that .Gra- 
ham’s patients were working at their prob- 
lems and meeting depressing external situa- 
tions whereas in our patient, the depression 
appeared as an affective concomitant of his 
defensive avoidance of working out the in- 
ternal conflicts. 


Plutchik & Greenblatt'' have concluded 
that it is impossible to relate specific verbal 
content to temperature fluctuations. We 
would suggest that relationships will be 
found when the emotional meaning of the 
verbal content to the individual is taken 
into consideration. Flecker* has stated that 
“the value of measuring skin temperature 
during counseling appears to be questionable 
mainly on the score of the inconclusiveness 
... of temperature changes during an exper- 
imental counseling situation.” We feel that 
this thesis needs reevaluation both in the 
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light of the above considerations and of 
Flecker’s experience “that complete relaxa- 
tion and ‘loss of self’ facilitate vasodilation 
(or easing of vasoconstriction) whereas sud- 
den ego involvement or ‘awareness of self’ is 
reflected in vasoconstriction of the fingers.” 
Freeman’s report’ that chronic schizo- 
phrenics show higher skin temperatures at 
rest than normals but have greater declines 
upon exposure to cold may be viewed as re- 
flective of the psychotic’s ego having with- 
drawn from the struggle for mastery within 
the limits of the real world. It might be val- 
uable to review in this light the patients de- 
scribed by Mittelmann and Wolff’ whose de- 
tailed data is presumably available. Their 
dentist patient (Case VI) appears similar to 
the patient reported here, both in leading 
problem, character structure and skin tem- 
perature level. Likewise, the apparently con- 
tradictory findings of Baker and Taylor’ that 
significant increases in skin temperature 
took place under stress stimulation might be 
reexamined in terms of the meanings of the 
specific stress to the particular subjects. 


The conclusion is tentatively offered here 
that the continuous fluctuations in finger 
skin temperature mirror the shift in the bal- 
ance between ego resources and internal or 
external stresses including the stress of fac- 
ing one’s self in psychotherapy. 

A number of practical applications to psy- 
chiatry logically follow. The use of con- 
tinuous body surface thermometry would 
provide objective landmarks during the 
course of psychotherapy. The differentia- 
tion of patterns of skin temperature fluctua- 
tions might be used as an aid in psychodiag- 
nosis. Here we should mention the report 
that under stress, anxiety neurotics respond 
with far greater skin temperature decline 
than do compulsive neurotics. Sections of 
interviews could be used as in experiment A 
to make up standard protocols testing the 
awareness of therapeutic personnel concern- 
ing psychodynamic functioning or to test 
the effectiveness of training in psychother- 
apy. Experiment B could be adapted to study 
the efficacy of psychotherapeutic techniques 
in relation to their aims. 


Authors’ Note: Permission to use the material 
contained herein has been given by the patient and 
the therapist involved. 
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This paper is based on research made possible by 
a United States Public Health Service Grant-in-Aid 
No. M354 (c). The principal investigator was Dr. 
Milton Greenblatt, Assistant Clinical Professor of 
Psychiatry, Harvard Medical School. 
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A New Antiphobic Agent, Benactyzine 


THEODORE M. FEINBLATT, M.D., HENRY M. FEINBLATT, M.D., F.A.C.P., 
and EDGAR A. FERGUSON, JR., LL.M. 


Benactyzine has received a number of 
therapeutic trials in Europe.** However, the 
broad range of cases in which it was tried 
led to disappointing results. Following a 
suggestion that it was an antiphobic agent,’ 
we studied this phase of conditions of emo- 
tional stress and neurosis and found sur- 
prisingly favorable results. Fear is a basic 
response in many of today’s tangled, emo- 
tional problems and the need for such an 
antiphobic agent is wide. 


Chemistry 


The chemistry of benactyzine is sugges- 
tive that the drug is a central nervous stim- 
ulant rather than a depressant.’ Supposed 
tranquilizing agents, comprising benzilic acid 
esters and their salts, have been known for 
sometime. Their specific utility, as anti- 
phobic agents with a mild antidepressive re- 
sponse, is characterized in the dimethylam- 
inoethyl ester of benzilic acid as a hydro- 


chloride salt having this general formula: 
| [ —-R 1 

| | | 

—C — COO — CH’CH* — N 


C,H:— | —R, 


To understand the structural formula, it 
is necessary to refer to acetic acid, which has 
this structural formula: 


Apparently, when all of the H groups are 
substituted, a compound, having the char- 
acteristics of benzilic acid,” can be formed. 
Fhe amino acid ester is the active form. 


Dosage 


The dosage of the material used, as sug- 
gested in the literature, is 1 to 4 milligrams, 


four times daily. However, our series has 
shown that best results are obtained by us- 
ing 2 milligrams, three times daily. 


Clinical Studies 


The purpose of this study was to deter- 
mine the extent of toxicity, if any, and the 
clinical utility of benactyzine. The original 
study was directed toward its effect as a sed- 
ative tranquilizer but it soon became ap- 
parent that benactyzine was not a sedative 
tranquilizer. The purpose was then changed 
to determine to what extent the drug affected 
the anxiety state and to determine what fac- 
tors of the anxiety state were modified by it. 
In the course of the study it became evident 
that benactyzine is a mild antidepressant, 
antiphobic agent without ability to relax the 
skeletal muscles. 


The method used to accomplish the pur- 
pose of this study was to carefully observe 
the symptoms of situation responses, anx- 
iety, nervousness, irritability, and insomnia. 
Each case was given a thorough physical ex- 
amination to determine whether some physi- 
cal ailment was the cause of the increase in 
mental stress. The increased or disturbed 
reaction to the environmental situation was 
considered in its pristine form, that is with- 
out the complications of physical ailments. 
All those showing contributory physical find- 
ings were eliminated. Following this, a de- 
tailed history was elicited and an analysis 
of the anxiety state made to show the exact 
nature of the environmental response caus- 
ing emotional stress. A more exact psychic 
analysis was made with particular reference 
to fear provoking responses. Benactyzine 
was given to those patients in the anxiety 
group in a dose of 2 mg, three times daily. 
No other medication was given while treat- 
ment was continuing. Except for a small 
break, during which placebo was tried, there 
was no interference from other medications. 
Naturally, each patient had previously had 
other drugs and a sufficient time elapsed 
without medication before benactyzine was 
evaluated. At the end of each week pati- 
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ents reported to the examining physician 
and at regular intervals re-evaluation of the 
psychic state and re-examinations were 
made. 

After treatment was completed, there was 
an observation period, from two weeks to one 
month, without medication. This was for 
the purpose of determining whether with- 
drawal symptoms developed. It may be 
stated that there were no habituation or 
withdrawal symptoms seen. At the end of 
three months, a final evaluation was made 
by collating tabulations of all patients and 
all re-evaluations. This is the basis of the 
present report and comprises two groups, a 
total of 70 cases treated, for a period of 
three months. 

There were two groups of cases consisting 
of 34 males and 36 females, comprising a 
total of 70 cases. The average patient was 
between 40 and 50 years, was physically 
normal, averaged 150 pounds, and averaged 
66 inches. The physical health of the group 
was good and the economic and social status 
was slightly above average. 

Anxiety, due to fear, was present with a 
strong undercurrent of insecurity as the ba- 
sis of the emotional disturbance in this 
group. The main complaint in each case 
was anxiety. Naturally, nervousness and ir- 
ritability, with accompanying insomnia, 
were present in a great number. 

The diagnosis in every case was anxiety 
or emotional stress. On close investigation, 
looking behind the anxiety state, it became 
apparent that fear was the basis of a great 
number of the anxiety states. The emotional 
stress induced by fear was by far the most 
important factor in this group. A great ma- 
jority in the age group of 40 to 50 showed a 
basic insecurity as the background for the 
fear response. The younger group, which is 
also included in the series, although in a 
smaller number, showed various reasons for 
their present fear state. However, the pre- 
cipitating cause is sometimes looked upon 
as the underlying cause of a fear state. Fur- 
ther investigation usually reveals that the 
triggering effect of an underlying basic in- 
security was always present in the cases 
showing differing causative fear responses. 

The average duration of recognized anx- 
iety states was about three years. Most of 
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these cases of basic insecurity go back much 
further than three years. However, this 
was the average time during which the pa- 
tient had been conscious of emotional stress 
and had sought help for the condition. 


Clinical Results 


The patient’s response to situations in- 
volving emotional stress, was rated as fol- 
lows: Poor,—a disproportionate value placed 
upon ordinary situations by the patient; 
Fair,—a distorted approach to the problem 
and an unwarranted continuance of worry 
about situations; Good,—represents a nor- 
mal response to the situation. 

Before medication, there were 17 cases 
showing poor responses and 53 with fair 
responses. During treatment (of the num- 
ber who continued medication), 7 showed a 
poor response, 29 fair responses, and 16 
showed good responses (a total of 52). Anx- 
iety, nervousness, and insomnia were also 
rated in a similar manner. In every case 
there was some improvement and about half 
of the group obtained relief from the com- 
plaint. 

When the anxiety state was analyzed, it 
was found that fear responses were present 
in approximately 50% of the group. This 
group received far greater benefit from the 
treatment than any other members. For this 
reason, benactyzine has been viewed as an 
antiphobic agent with mild antidepressant 
activity. 

Placebo 


Confirmation of our results was obtained 
with placebo. When the anxiety state was 
analyzed and those patients exhibiting fear 
response were considered separately, it was 
found that very few obtained any relief with 
placebo. Thus, on the basis of placebo stud- 
ies, it was concluded that benactyzine is an- 
tiphobic in character with mild anti-depres- 
sive activity. 

The placebo group consisted of 30 cases 
used for the analysis of the fear syndrome. 
This group averaged in age 41.2 years and 
were all ambulatory. The main symptoms 
were nervousness, anxiety, irritability, and 
insomnia, It generally required time and 
effort to discover the fear response. Ordi- 
nary history taking may fail to elicit the 
psychiatric points which are necessary to 
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understand the fear response of the individ- 
ual. This was accomplished by a special 
psychiatric consultation which attempted to 
elicit the underlying cause of the anxiety 
state. In addition to the group which was 
carefully analyzed from this standpoint, an- 
other group of 40 cases was utilized in con- 
nection with placebo studies to find out what 
the usual] effect of the medication was on 
anxiety state. In this group of cases, when 
analysis was made, it was found that here 
also there was a very good result in those 
cases in which fear was at the basis of the 
anxiety state and in other cases the results 
were indifferent. 


In Seager and Leitch‘ study no control 
trials had been made with the drug. In their 
series testing anxiety and tension with ben- 
actyzine and placebo, it was found that the 
results from each were quite similar. Their 
results, however, were not analyzed on the 
basis of antiphobic action. It is suggested 
that the conflicting reports represent an at- 
tempt to use benactyzine in too broad a clas- 
sification of anxiety and tension (neurosis). 
When our results were narrowed by an analy- 
sis to show fear response in the anxiety state, 
it was discovered that this group obtained 
far greater relief than the placebo group. It 
is to be expected that the placebo group will 
show favorable results with psychotherapy, 
as noted in the series.‘ In our cases no psy- 
chotherapy was given and consequently, the 
effect of benactyzine, even in the generalized 
cases of anxiety, was favorable. However, 
when results were analyzed for fear re- 
sponse, there was an immediately apparent 
good result, and it was concluded that ben- 
actyzine, in this group, acted as an anti- 
phobic agent. 


Physiological By-effects 


Physiological by-effects were investigated. 
These were not common, unless the dose was 
raised to a point higher than that recom- 
mended. This finding was originally re- 
ported by Bersford.! The physiological by- 
effects are palpitation, dry mouth, feeling of 
unreality, and dizziness. In our experience, 


hypermanic response has been another of 
the physiological by-effects. It must be em- 
phasized that all of these by-effects were 
controllable by lowering the dosage or dis- 


DISEASES OF THE NERVOUS SYSTEM 


SEPTEMBER 


continuing medication and were not serious. 
There were three cases showing palpita- 
tion, feeling of unreality occurred in seven 
cases, two cases showed hypermanic re- 
sponse, and one case complained of a dry 
mouth. Nausea was present in one case, 
insomnia was present in one case, and there 
were no cases showing dizziness. In every 
case the physiological by-effect was slight. 


Toxicity 


Toxic effects have not been evident in sin- 
gle doses up to 16 milligrams. Usually doses 
of over 16 milligrams have demonstrated 
toxic results. The European literature has 
not reported any toxicity. However, our 
experience has shown that, in a very small 
percentage of cases, a rash develops. This 
is not serious and is controlled by lowering 
the dosage. 

Toxicity was found in only two cases. 
These cases developed a mild acneform rash 
which disappeared when medication was dis- 
continued. Hematology, blood chemistry, 
and urine findings were unchanged and nor- 
mal after three months of benactyzine med- 
ication. 

Discussion 


It has been emphasized that clinical tests 
with benactyzine show some effects in neu- 
rosis and no effect on psychosis. This is in 
line with the results found in the present 
series. The unselected neurotic group did 
not generally show the good effects to be 
expected from an ataraxic agent. However, 
analysis showed that wherever the anxiety 
state depended on fear, the benactyzine 
helped in a large range of symptoms associ- 
ated with the anxiety-fear syndrome. The 
antiphobic nature of benactyzine was inves- 
tigated. Benactyzine was found to be effec- 
tive in those cases in which the emotional 
stress and anxiety state depended on the 
fear response. It should be noted that those 
patients who had what is called a “feeling 
of unreality” were merely showing the ef- 
fects of insulation from the environment. 
This insulation is extremely important in 
patients who react disproportionately to or- 
dinary situations. It is also important for 
the normal patient when under unusual 
stress. It has been pointed out that there 
was no physical relaxation from benactyzine 
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although occasionally there was a lessening 
of nocturnal cramps in the legs.* 

It was found that benactyzine was differ- 
ent from the usual tranquilizers and funda- 
mentally different from ataraxic agents in 
that it abolished, in a selective manner, ‘“neu- 
rotic” inhibitory avoidance responses which 
have been caused by stress* without usually 
inhibiting the orienting responses or the 
conditional reflex response. This has been 
generally interpreted as antiphobic (anti- 
fear) and cushioning (insulating) against 
the environment.°® 


CHART OF CORTICAL AND SUBCORTICAL 
LEVEL OF ACTION 


There has been difficulty in placing benac- 
tyzine on an activity table of cortical and 
subcortical reaction modifying drugs. The 
following table will serve to orient the posi- 
tion of the drug in reference to other drugs 
of this nature. 


BARBITURATES!* affect the central nervous 
system directly at the cortical level and interfere 
with the oxygen supply to the central nervous sys- 
tem, particularly through the mechanism of the co- 
enzymes.!6 

METAPYRILENE’ is generally regarded as an 
antihistaminic (but it also affects the central ner- 
vous system directly at the cortical level) and its 
strong sedative power is sometimes given a pri- 
mary role.‘ 

BROMIDES!: affect the cortical areas in large 
doses and act on the co-enzyme system, affecting 
the oxidative enzymes.13 

RESERPINE has some effect on the central ner- 
vous system causing enforced drowsiness in a large 
dose, but also affects the subcortical centers simi- 
larly to the manner in which other ataraxic and 
tranquilizing drugs perform. 

PROMAZINE,!° CHLORPROMAZINE, MEPRO- 
BAMATE.® These three ataraxic drugs affect the 
subcortical centers more than the cortex but in large 
doses have a Sedative effect. 

BENACTYZINE5 was noted in this paper and 
elsewhere,’ and is an antiphobic agent and a mild 
antidepressant (stimulant). 

NOR-EPHEDRINE!? has properties very similar 
to those of ephedrine,14 that is, an anorexiant. This 
is a measure of its central nervous stimulating ef- 
fect. It is also a vasoconstrictor. 

EPHEDRINE:.!5 is a more powerful anorexiant* 
by reason of its increased central nervous stimu- 
lating effect and it is also commonly used as a vaso- 
constrictor.15 

AMPHETAMINE! exhibits its central nervous 
stimulating effect by its anorexiant action and its 
antidepressive action.12 
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Benactyzine has been used as an anti- 
phobic, antidepressant drug in cases of de- 
pression in both the manic depressive and 
involutional type.* 

Thus, it will be seen that there are grada- 
tions depending upon which portion of the 
central nervous system is stimulated or de- 
pressed by the various agents. With this 
armamentarium the physician should be 
able, by proper analysis of the underlying 
cause of each of the mental attitudes and 
conditions presenting themselves, to nor- 
malize the reaction of the patient. Thus the 
reward systems may be pinpointed in treat- 
ment by various drugs.* 

Olds, Eidison, and Killan® have shown that 
there are “reward centers” in the brain con- 
sisting of tiny clumps of brain cells which 
are closely related to the hunger drive, sex 
drive, etc. They have the property of being 
reward centers which, if stimulated, will 
cause a change in the basic psyche. This 
change is caused by modifying drugs. By 
properly choosing the correct medication for 
subcortical stimulation or depression and 
thus establishing correct reward centers of 
gratification, the behavior of the individual 
can be modified without affecting his aware- 
ness of his surroundings and his ability to 
perform, These are the two major difficul- 
ties with the alaphetic hypnotics and sopo- 
rifics—the loss of consciousness of surround- 
ings and the inability to continue to per- 
form. Some of this criticism may also be 
leveled at the tranquilizers such as reser- 
pine, except that reserpine is more suscep- 
tible to correction by changing the dosage 
and by additive medication.* 

The following principles may be helpful in 
diagnosing and treating anxiety states:" 
anxiety usually exhibits the following symp- 
toms—the patient is fearful of crowds, is 
afraid of unusual or new situations, is afraid 
of struggles (arguments). He shuns new 
situations and people. The history is very 
important. Anxiety symptoms have a pur- 
pose. They control an intolerable threat to 
the personality. They preserve the psyche. 
Thus, there is often a rationalization which 
gives the patient justification for withdraw- 
ing from any activity which may cause ten- 
sion or anxiety by avoiding any situation 
where his fear may become manifest. For 


} 
' 
H 
H 


398 DISEASES OF THE NERVOUS SYSTEM 


this reason, it is necessary to examine the 
patient thoroughly to convince him for he is 
hard to convince, and rule out in the patient’s 
mind, as well as in the physician’s mind, any 
excuse not to participate in ordinary activ- 
ity. For this reason, if there is any fear 
such as cancer phobia or cardiophobia, it is 
necessary to do a complete analysis. It is 
also an opportunity for the physician to 
more thoroughly understand the patient and 
pick up any small clue which may lead to a 
physical diagnosis which would otherwise go 
unobserved. 


Typical Case History 


Case 5 of the main series was an unmarried 
young man, age 26 years, height 68 inches, weight 
149 pounds, who had complained of nervousness 
and insomnia for the past six months. Physical 
examination was essentially non-contributory. He 
was well nourished and normal in every physical 
respect. A cursory questioning of his history and 
psychologic reaction revealed that he was normal 
in his responses to most situations. He was, how- 
ever, extremely anxious and slightly depressed. Fur- 
ther examination of the history in greater detail 
revealed that his anxiety was based upon a guilt by 
fear caused by an automobile accident in which his 
female companion was killed. Since that time, al- 
though he has been away on week-ends with groups 
of young people, he has found it impossible to settle 
his interest on any particular girl and has found 
himself thinking about his guilt. He is unable to 
drive with only one passenger in the car but has 
been able to drive with a group. The traumatic 
experience was overwhelming and apparently he has 
succumbed to a fear and guilt reaction which has 
become a permanent part of his psyche and has in- 
terfered with his normal living. In all other re- 
sponses he is normal. 

This incident occurred about 9 months before and 
has continually become worse in his mind rather 
than showing the normal reaction of a fading mem- 
ory. During the past few months, a course of ata- 
raxic medication was tried. Apparently this was 


not the medication required. Then, a course of Rau- . 


wolfia was given. He experienced a slight hypnotic 
influence which seemed to aid in calming him and 
forcing him to sleep without any particular worry; 
but at the same time the phobia was building up 
and was not affected by this drug. 

It was decided to try a course of benactyzine 
which he received, two mg, three times daily, for a 
period of three months. He returned each week for 
an interview, as he had with other medication. Ben- 
actyzine decreased the anxiety by reason of its abil- 
ity to decrease the fear response and, in this case, 
there was a clear-cut reduction in the build-up of 
fear. The result was entirely favorable and he is 
graduaily returning to normal libido interest and 
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is losing his fear of driving alone with a female 
companion. 
Summary 

In conformity with suggestions in the 
American literature, and contrary to that re- 
ported by the European literature, benacty- 
zine has been found to be an antiphobic and 
mild antidepressant drug but without any 
skeletal-muscle-relaxing effect. There are 
reports of slight sedative action and of slight 
muscle relaxation qualities (relief of night 
cramps). 

Some physiological by-effects have been 
reviewed and found to be mild and relatively 


infrequent. 
Toxicity, in the dose indicated, has not 
been a serious factor in clinical use. 


150 Woodruff Ave., Brooklyn 26, New York. 


Authors’ Note: Benactyzine used in this study was 
kindly supplied by Amfre-Grant, Inc., Brooklyn, 
New York, who manufacture the drug under the 
trade-name, ‘‘Antifobe.”’ 
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Early and Late Response to Thorazine Therapy 


PETER CONRAN, M.B. 


Introduction 

On reviewing the results of the use of 
Thorazine in a section of a state hospital for 
the year 1956, it became apparent that: 

1—A hard core of cases did not respond 
until they received a total dose of over 50,000 
milligrams, for a minimum period of nine 
months, after which all responded. 

2—In the majority of cases those who 
were eventually to respond to this type of 
medication did so if they received treatment 
for a period of less than nine months. 


Material and Method 

The patients whose response to treatment 
was studied came from: 
1—-The maximum security ward. 
2—Five intermediate type locked wards and 

a ward of chronically regressed patients. 
3—Two open wards. 

Cases were assessed at the end of the year 
irrespective of whether they were still on 
Thorazine or had completed their course. 
They were classed as residents of the wards 
they occupied at the conclusion of the year, 
which had the effect of concentrating the 
hard core cases in the maximum security 
wards. Hard core cases were also likely to 
receive higher total doses of Thorazine as 
they were liable to be continued on the drug 
until some improvement was noted. 


From Warren State Hospital, Warren, Pa. 


Cases included are those treated by the 
author and also by six other doctors who 
varied in the technique of administration of 
the drug as regards dosage and duration. No 
case received more than 800 milligrams per 
day, many considerably less. 


The majority of cases were schizophrenic 
reactions in varying degrees of chronicity, 
and also included were manic and depressive 
reactions, chronic brain syndromes, some 
with convulsive disorders and personality 
disorders. Many had failed to respond ade- 
quately to other forms of treatment, but any 
receiving other forms of treatment during 
that year were excluded from the study. 


Assessment was made on clinical grounds 
by the author who used as his criterion an 
appreciable change of behavior or pathologi- 
cal mental content, for example, a change 
from being constantly aggressive to milder 
episodes at less than weekly intervals, or a 
reduction of delusional or hallucinatory ex- 
periences of the same degree. The patient’s 
nurse assessed the cases as to the degree or 
absence of improvement. The author and 
the supervisor of nurses then classified the 
cases as those who did, or did not improve 
on Thorazine during the year 1956. This 
method is too crude to establish the optimum 
dosage in milder cases, but useful to indicate 
the effects of the drug in the more serious 
psychotic cases. 
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Results 

1—In the open ward all improved who re- 
ceived the drug for more than two months. 

2—In the intermediate wards (all locked 
wards excluding the maximum security 
ward) the results are represented in Table 1, 
which enumerates the total amount of Thor- 
azine received, the duration of treatment and 
the results obtained. 


TABLE 1 
Duration of Treatments in Months 


2 3 & 7 8 
Total dose 12 11 2 3 1 
under 20,000 mg — —- - — — 
24 14 6 3 1 
46°48 4214 3 3 
20,000-100,000 mg 22 3 
3. 2. 
Over 100,000 mg 1 a3 i 
1 1 3 13 
Intermediate type wards 153 cases. 
4 
+f Total doves under 50,000 mgm. 
8 Total doves over 50,000 mgm. 
zop * 
MONTHS 


4 5 6 7 8 9 
Fig. 1. Intermediate Ward Cases (152). 


These results are expressed in Figure 1, 
where the proportion of improved cases is 
indicated as a percentage of the total num- 
ber of cases in each group. 

3—In the maximum security ward the re- 
sults are shown in Table 2. 

These results are expressed in Figure 2. 

In milder cases the criterion used was too 
crude to indicate optimum doses and dura- 
tion of treatment. In intermediate type 
cases the optimal duration of treatment is 
from four to nine months after which the 
number of improved cases is not increased. 
Most cases respond to a total dosage of less 
than 50,000 milligrams. 

In maximum security cases, none of the 
cases who received under 50,000 mgms for 
any period of time improved, none of the 
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TABLE 2 


Duration of Treatments in Months 
5 6 7 8 9 


Total dose 
under 20,000 mg 


20,000-50,000 mg 


ofl owe 


50,000-100,000 mg 


Over 100,000 mg 


| © 


Maximum security wards 22 cases. 


100 
i Fig.2 | MAXIMUM SECURITY WARD CASES (22) 
80} 
4 
Total doses under 50,000 mgm. 
= ome" Total doses over 50,000 mgm. 
20-- 
MONTHS 
° i it } | 


1 2 3 4 5 6 7 8 r) 
Fig. 2. Maximum Security Ward Cases (22). 


cases who received under 100,000 mgms for 
less than nine months improved; only 50% 
of cases who received over 50,000 mgms for 
less than nine months improved, and all cases 
who received over 50,000 mgms for over 
nine months improved. 


Discussion 


An adequate clinical trial of Thorazine re- 
quires the administration of a minimum total 
dose of 50,000 milligrams for a minimum pe- 
riod of nine months. This study indicates 
that results may be expected in general in 
the first few months in most cases, and in 
the last three months of a year’s treatment 
of difficult cases. Workers in France have 
noted a similar phenomenon.'* 

Further work is planned to investigate the 
forms of psychosis which respond in this 
way, and also, the relationship between the 
time required to develop a psychotic process 
and the time required for treatment to be 
effective. 


Metropolitan State Hospital, Waltham, Mass. 
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Electroshock Therapy in the Presence of 
Retinal Detachment 


WILLIAM KARLINER, M.D. 


Whether actual or threatening retinal de- 
tachment is a contraindication to electro- 
shock therapy has not been answered con- 
vincingly. No complications from the treat- 
ment of patients with ablation of the re- 
tina have been reported. The available lit- 
erature also fails to disclose any patient 
with ablation of the retina treated with elec- 
troshock who suffered ophthalmologic com- 
plication. The following are case reports 
of two such patients. 


This 67 year old married housewife gave a his- 
tory of having been depressed for two months. She 
lost appetite and about 25 Ibs. in weight; she suf- 
fered from insomnia, loss of pep and complete loss 
of interest. She expressed feelings of listlessness, 
uselessness and hopelessness. The past history re- 
vealed similar episodes of depression 20 years pre- 
viously and another 5 years previously. In addi- 
tion to a hypertension of approximately 200/100, 
the patient developed an obstruction in the superior 
temporal retinal vein of the left eye in 1946. The 
vision in the left eye dropped to 4/200. She was 
treated with heparin and her vision improved to 
20/70 subsequently. In August 1952 she developed 
a retinal detachment in her left eye. Operation 
was not successful because of the complicating ret- 
inal pathology. Since that time a mature sublux- 
ated cataract had developed in the left eye. Since 
the patient’s depression did not respond to conser- 
vative measures, electroshock was recommended. 
The patient was given eight electroshock treat- 
ments with improvement in her mental state and 
without any aggravation of the ophthalmological 
condition. 


The second patient is a 57 year old widow who 
suffered from a retinal detachment in the left eye 
in 1950. Following a successful operation, the pa- 


tient completely recovered her vision. However, one 
week before her discharge from the hospital, the 
patient became depressed, lost her appetite and 
was unable to sleep well. She became restless, fa- 
tigued, lost interest in everything and expressed 
suicidal thoughts. She admitted anxiety and va- 
rious fears. The patient was seen in psychother- 
apy and given medications without benefit. After 
a suicidal attempt in 1952 electroshock was recom- 
mended. The patient’s ophthalmologist advised 
against shock treatments because of the history of 
retinal detachment and a high myopia which had 
always been present. After considering the pa- 
tient’s mental condition and the added risk of giv- 
ing electroshock, I decided to treat her. She was 
given nine electroshock treatments with some im- 
provement of her depressed state. No change was 
found in her follow-up ophthalmologic examination. 


Summary 


Two patients with retinal detachment were 
given electroshock treatments without any 
ill effect on the eyes. In the first patient, 
the ophthalmologist saw no reason for ob- 
jecting to electroshock; in the second pa- 
tient, another ophthalmologist objected to 
electroshock, but the patient’s mental con- 
dition grew worse and the additional risk 
seemed warranted. Both patients took the 
electroshock treatments well and did not 
show any complications of their eye condi- 
tions. 

Although no definite conclusion can be 
drawn from the treatment of these two pa- 
tients, retinal detachment should not be con- 
sidered an absolute contraindication to elec- 
troshock therapy. 


Scarsdale, New York 
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BALDPATE, Inc. 


Geo. Fleetwood 2-2131 Georgetown, Mass. 
Located in the hills of Essex County, 30 miles north of Boston 
For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 


Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy under 
direction of trained occupational and recreational therapists. 


HARRY C. SOLOMON, M.D. GEORGE M. SCHLOMER, M.D. 
Consulting Psychiatrist Medical Director 


DEVOTED TO THE ACTIVE TREATMENT OF 


MENTAL and NERVOUS DISORDERS 


Specializing in Psycho-Therapy, and Physiological therapies includ- 
ing: 


© Insulin Shock © Electro-Narcosis 
2828 S. PRAIRIE AVE. © Electro-Shock © Out Patient Shock Therapy 
CHICAGO Available 
Phone Victory 2-1650 ALCOHOLISM Treated by Comprehensive Medical- 
J. DENNIS FREUND, M.D. 
Medical Director Psychiatric Methods. 


HALL-BROOKE 


An Active Treatment Hospital, located one hour from New York 


A licensed private hospital devoted to active treatment, analytically- 
oriented psychotherapy, and the various somatic therapies. Each 
patient is under daily psychiatric and medical supervision. 


HALL-BROOK€E, Greens Farms, Box 31, Conn. 
Tel.: Westport, CApital 7-5105 


GEORGE S. HUGHES, M.D. ROBERT ISENMAN, M.D. 

LEO H. BERMAN, M.D. JOHN D. MARSHALL, JR., M.D. 

ALFRED BERL, M.D. PETER P. BARBARA, PH.D. 

LOUIS J. MICHEELS, M.D. HEIDE F. and SAMUEL BERNARD, Administration 


New York Office: 46 East 73rd Street — LEhigh 5-5155 


Saint Joseph Sanitarium 
(Supervision of Sisters of Mercy) 
P. O. BOX 236 — DUBUQUE, IOWA 
or phone $-8291 for information 


Mild Mental and Nervous Cases 


also 


Convalescent and Rest Patients 


Shock Therapy, Hydrotherapy, Physiotherapy, Occupational Therapy. 
Competent Staff. 
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Founded 1879 


RING SANATORIUM 
Eight Miles from Boston 


For the study, care, and treatment of emotional, mental, personality, and habit disorders. 

On a foundation of dynamic psychotherapy all other recognized therapies are used as indicated. 
Cottage accommodations meet varied individual needs. Limited facilities for the continued care 
of progressive disorders requiring medical, psychiatric, or neurological supervision. 


Accredited by the APA and the Joint Commission on Accreditation of Hospitals. 


BENJAMIN SIMON, M.D. CHARLES E. WHITE, M.D. 
Direetor Assistant Director 


ARLINGTON HEIGHTS, MASSACHUSETTS - Mission 8-0081 


A NEUROPSYCHIATRIC FOUNDATION 
THE 


ROGERS MEMORIAL HOSPITAL 


The Hospital is situated on the Nashotah Lakes, 30 miles west of Milwaukee, provid- 
ing the ideal, restful country environment and the facilities for the modern methods of 
therapy of psychoneuroses, psychosomatic disorders, alcoholism, and the other neurologic 
and psychiatric problems. Occupational therapy and recreational activities directed by 
trained personnel. 


OCONOMOWOC, WISCONSIN 
PHONE LOGAN 7-5535 


OWEN OTTO, M.D. EUGENE FRANK, M.D. LEROY A. WAUCK, PH.D. 
Medical Director LOUIS J. PTACEK, M.D. Clinical Psychologist 
LOREN J. DRISCOLL, M.D. 


FAIR OAKS 


INCORPORATED 
SUMMIT, NEW JERSEY 


A fully approved Hospital for intensive treatment and management of 
problems in Neuropsychiatry. 


OSCAR ROZETT, M.D. THOMAS P. PROUT, Jr. 
Medical Director Administrator 


BEVERLY HILLS CLINIC and SANITARIUM 


210 N. Westmoreland Avenue WHitehall 3-4651 
Dallas 11, Texas 


A private clinic and hospital for nervous and mental diseases both for in-patients and out-pa- 
tients—stressing a homelike environment with separate building units and special cottages—air- 
conditioned. 

A complete neuropsychiatric yy er and treatment center including a department of psychol- 
ogy—encephalography—clinical laboratory and X-ray—psychotherapy—electroshock and insulin 
coma therapy, as well as psycho-surgery. 


ARTHUR J. SCHWENKENBERG, M.D. FRED H. JORDAN, M.D. 
JOSEPH L. KNAPP, M.D. HENRY P. HARE, JR., M.D. 
JACKSON H. SPEEGLE, M.D. LUDLOW M. PENCE, M.D. 


Neurology Psychiatry 
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GLENSIDE HOSPITAL 


FOUNDED 1909 


Located in an attractive rural setting in the heart of Boston for the care of nervous, 
mental and geriatric disorders, alcoholism and drug addiction. 
The new Ordway Therapy Unit includes the most modern electrotherapy equipment. 


Anesthesia by the Hand-Auden Associates and trained personnel available to cour- 
tesy staff. 


DORIS M. HORWOOD, Superintendent 
RUTH M. CROSSFIELD, M.D., Medical Director 


6 PARLEY VALE, JAMAICA PLAIN, MASS. 
JAMAICA 4-0044 RATES MINIMAL 


sopepos HILLCREST HOSPITAL est. 1905 


(formerly The Retreat, Inc.) 
DES MOINES 12, IOWA 


For the diagnosis and treatment of Nervous and Mental Disorders 
in a homelike environment. 


Occupational Therapy, Physiotherapy and Shock Therapy 
Open Psychiatric Staff 


HERBERT W. VETTER, Administrator 


HERBERT C. MERILLAT, M.D., Medical Director 


P l N E W O O D + spelt gy Physicians in Charge 


DR. WALTER A. THOMPSON, F.A.P.A., Clinical Director 
Westchester County Katonah, N. Y. Tel.: Central 2-3155 


A competent sixty bed psychiatric hospital offering an approved program for training residents 
in neuropsychiatry. Psychoanalytically oriented. Patients receive individual treatment sessions 
and also group therapy. Electroshock therapy and its modifications available. Pharmacological 
therapies. Consulting staff of specialists. Monthly clinical conferences open to the profession. 


N. Y. City Offices—By Appointment 


DR. EPSTEIN—975 Park Ave.—Tues., Thurs., Sat. RH 4-3700 
DR. WENDER—59 East 79th St.—Mon., Wed., Fri. BU 8-0580 


For Intestinal Dysfunction 


NUCARPON® 


Each tablet cont: Extract 
of Rhubarb, Senna, Precip. 
Sulfur, Peppermint Oil, 
Fennel Oil in activated 
charcoal base 


For making Burew's Solution 
U.S.P. XIV 
WET DRESSING Use 


PRESTO-BORO® 


(Aluminum Sulfate and 
Calcium Acetate) 
POWDER JIN ENVELOPES 
BLETS 


For treatment of Swellings, 
inflammations, Sprains 


For Pulmonary Conditions 


TRANSPULMIN® 


3% solution Quinine with 
22% Camphor for Intra- 
- muscular Injection. 
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